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In the absence of the Chairman, Hugh Bayley was called to the Chair 


Witnesses: Ms Sandra Black, Senior Policy Adviser, HIV/AIDS Department, World Health Organization 
(WHO), Dr Mandeep Dhaliwal, International HIV/AIDS Alliance and the Stop AIDS Campaign UK, 
Dr Tom Elliman, Medical Adviser, Médecins Sans Frontiéres UK and Mr Ben Plumley, Director, UNAIDS 


Executive Office, examined. 


Q1 Hugh Bayley: May I thank the witnesses for 
attending. We have an hour with you before we 
move on to talk to some DFID officials. I will ask my 
colleagues to pose their questions briefly and you to 
answer succinctly. We do not necessarily want an 
answer from each of you. You may want to confer 
amongst yourselves as to who would best answer 
each question but of course if more than one of you 
wishes to answer, you are welcome to do so. Perhaps 
I can set the ball rolling with a broad question? We 
know that Senegal and Uganda have better 
prevalence rates than many other parts of Africa, 
but it is not clear why that is. Have global efforts to 
control the epidemic yet identified what actually 
works and what implications does this have for our 
prospects of achieving the Millennium 
Development Goals? 

Mr Plumley: Perhaps it would be appropriate for 
UNAIDS! to start with that. We have looked very 
closely at the very limited success stories that we 
have around the world. Senegal and Uganda are 
interesting, Senegal because it has managed to 
maintain rates of infection extremely low in a region 
in western Africa that is not seeing the same kind of 
rates of infection as one sees perhaps in eastern and 
southern Africa. Its political leadership combined 
with a real commitment to community mobilisation 
and, even in countries with low infection rates, a 
commitment to provide treatment at an early stage 
is crucial because that encourages people to come in 
and access services, either for prevention or indeed, 
if they are positive, for treatment. With Uganda, 
again there has been a political commitment over the 
long term, a real commitment to prevention in the 
late Eighties and early Nineties, using the ABC 
approach—abstinence, behaviour change and 
condoms—and that is important, a comprehensive 
prevention approach. I would just add that we are 
seeing some more success stories coming through. I 
would like to draw your attention to Kenya, just 
next door to Uganda, where the figures that we 
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released yesterday are showing that, despite perhaps 
the attrition of people unfortunately infected some 
five to 10 years ago now dying, we are nonetheless 
seeing rates of infection going down in sexually 
active young adults and clearly the behaviour 
change message is having an impact there. 

Ms Black: \n adding to what Ben has already said, 
it is important to recognise that there is a growing 
body of empirical evidence on what works. WHO? 
very much tries to support public policy related to 
the evidence, especially on the prevention side 
because prevention strategies have been in place for 
a number of years now. It is very important to 
recognise that that evidence exists and also to 
advocate for member states and countries that have 
various types of epidemics that they use the evidence 
that has been developed to inform their national 
response. On the treatment side, I think what we are 
beginning to learn is that there are particular 
approaches that work better than other approaches, 
but I would also indicate that we are very much in a 
learning by doing phase. That is appropriate at this 
stage of the epidemic when we look at treatment in 
particular. I will not respond expressly to that now 
but I think that there are optimum models for 
scaling up access to prevention and treatment that 
can be promoted with member states, and it is 
important that we encourage them to do that. 


Q2 Hugh Bayley: Is there any evidence that there is 
inadequate resource for prevention campaigns 
because it is being sucked out into either treating 
opportunistic infections, treating the virus itself or 
going into counselling and testing programmes? Is 
sufficient money available for prevention? 

Ms Black: You have a number of questions there, 
Chairman. You are asking if the human resources 
are available and is there money available? The two 
are contingent on each other but not necessarily 
dependent on each other. Human resources to 
respond to the epidemic are different in various 
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developing countries. What we are trying to 
promote at WHO is to look at models that respond 
to the human resource capacity in that country, 
especially models that look at engaging the 
community as much as possible. That is about 
having a decentralised approach to service delivery 
and looking at task shifting amongst health cadres. 
I have to indicate that even though the body of 
evidence for those types of interventions for HIV 
and AIDS are relatively new, there is a large body of 
empirical evidence that demonstrates close to client 
care is the most efficient and effective way to provide 
sustained health services. I would suggest that what 
we are promoting for HIV already builds on an 
existing body of evidence. What we are trying to do 
is promote service delivery models that provide 
equality of care that we can guarantee to 
communities and to member states that is going to 
be sustained in the long term. 

Mr Plumley: 1 would endorse that but add that far 
from diverting funding from prevention, treatment 
has an incredible power to galvanise an increase in 
funding across the board and, of course, prevention 
and treatment work together. It is often posed as a 
risk. As far as I am aware, there is no evidence that 
it has happened, and it is much more an argument 
for nay-sayers on treatment than it is a reality. 
Certainly, the interest that has developed around 
HIV in the last few years has been very much driven 
by the treatment agenda. We have to make sure that 
that treatment agenda in no way diverts funding 
from prevention but rather increases interest around 
prevention as well. 

Hugh Bayley: We may return to the dichotomy 
between prevention and treatment later, but let us 
stay with treatment at present. 


Q3 John Battle: In September 2003, the WHO 
launched the “3 by 5” initiative, three million people 
to get onto anti-retroviral treatment by 2005. In that 
time, only 600,000 have been added into the 
treatment. That leaves a gap of two million. The 
latest estimate shows 6.5 million in need of 
treatment. I wonder what we have learnt from that 
target that was set. From the experience of our visits, 
sometimes the argument a few years ago was about 
the cost of anti-retrovirals, but what happens if there 
are no clinics to deliver them, so we are getting the 
drugs there but without the back-up? I wonder what 
we have learnt from that whole experience of setting 
the target, getting the drugs but not being able to 
deliver them? 

Ms Black: That is a great question. The “3 by 5” 
strategy was initiated by UNAIDS and WHO and it 
was really to mobilise a movement around 
treatment, and there was the acknowledgment that 
there was a public health emergency, that many 
people required treatment and had no access to 
treatment. This was an initiative to encourage 
member states to launch national treatment 
programmes in particular. When “3 by 5” was 
started, three member states in the highly endemic 
and highly burdened countries had treatment plans. 
Today over 40 countries have plans. There were four 
countries that had treatment targets. Today over 40 


countries have treatment targets; 14 of those 
countries have indeed met their targets. It is really 
important to recognise two things: these are not 
WHO or UNAIDS gains but rather you have to 
applaud what those member states have done to be 
able to put programmes into place. These are 
countries with profound human capacity issues, 
health systems issues, drug procurement and supply 
chain management issues, all of these are huge 
issues. They have been able to demonstrate that it is 
possible, with the support of the donor community, 
technical agencies and the UN community, but also 
having utilised their resources in the country, to put 
these plans in place. We have learnt a lot of lessons 
from “3 by 5”. We have also learnt where the huge 
bottlenecks are. I think, as we move forward after 
“3 by 5”, those are the lessons that we are going to 
have to really review and decide on the best way to 
give advice and guidance to member countries. 

Dr Dhaliwal: One of the most important things that 
we have seen in the programmes in the 20 developing 
countries where we work is the value of the 
tremendous global leadership demonstrated by 
UNAIDS, WHO and = other — stakeholders 
accompanied by in-country technical support which 
really mobilised action at community level. The 
importance of sustained global leadership is about 
inspiring and mobilising countries to set their targets 
a little more ambitiously than perhaps they would 
have done. I would like to offer the example of India, 
which has a domestic ARV* production industry 
which supplies a lot of Africa, which had no national 
treatment programme until the “3 by 5” initiative, 
and the leadership that it provided in helping them 
set a treatment target, which was not initially very 
ambitious but they are revising these targets 
upwards in the next phase of their national AIDS 
control programme. Focusing on implementation is 
very important but global leadership, predictable, 
sustained resources and technical assistance to 
support in country initiatives are also critical. 

Mr Plumley: From our perspective, the big success 
of “3 by 5”, the really important thing about it, was 
proof of concept, proving that you could bring 
combination therapy that had been proven in rich 
industrialised countries and make it work in 
resource-poor settings. A lot of lessons were learnt 
and there are a lot of gaps we have to face, not least 
the question, moving forward, of ensuring we have 
the manufacturing capacity, which will mean a 
mobilisation perhaps of both generics and brand 
names in a way that has not been done before. It also 
means that we have to deal with the kind of health 
system problems that have been encountered. As 
you rightly said, Mr Battle, it is a question of when 
you do not have clinics, how do you provide therapy 
in these settings. As we move into the next stage, we 
are looking at working with countries to find really 
ambitious country-led targets that provide broad 
coverage for their citizens who need treatment. 


Q4 John Battle: | am encouraged to hear about the 
country-led targets, but I am not convinced that, 
whatever “global leadership” might mean, they have 
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got the message. At the G8 they reiterated a “3 by 5” 
to the power of 10 by saying that all those who 
needed access would have it by the year 2010, I think 
it was, which would effectively mean 10 times as 
many people getting the treatment in four years. So 
the global target is there but do they understand the 
country-by-country approach in detail? Is that 
message getting through, so that there is more focus 
perhaps on a county-by-country approach rather 
than just setting these numerous global targets that 
are never going to be reached? 

Mr Plumley: This is precisely what we are working 
on at the moment. Following on from the G8, the 
members of the General Assembly at the World 
Summit endorsed a commitment to provide 
universal access for prevention, care and treatment 
close to 2010. But the whole point here is not to set 
global targets now but to work with countries on 
really building their commitment and leadership. It 
does come back to the resources as well. As much as 
the donor community needs to sustain, and indeed 
expand, its commitment, we must be looking at 


countries themselves making significant 
commitments. 
Dr Dhaliwal: There is evidence of these 


commitments being taken up in some of the hardest 
hit countries. At a recent meeting of the African 
Union Health Ministers in Botswana in October, the 
health ministers themselves endorsed the call for 
universal access to treatment, prevention and care. I 
think the time line might have been slightly different 
but there is a clear commitment. I think there is a call 
from countries with a need for technical and 
financial support. What we have to provide at this 
level is sustained, predictable funding along with 
technical and policy support. We applaud the 
leadership of the British Government but the work 
is not over; it has just begun. I think we have to use 
our special relationship with the United States 
Government and the Canadian Government and 
those of the other countries of the G8 and ask them 
to increase their development financing. 


Q5 Mr Hunt: May I echo the comments of my 
colleague, John Battle? The concern about the “3 by 
5” target is that although we have made significant 
progress, still two million people who should have 
been on ARVs are not on ARVs or will not be by the 
end of this year. We now have a new, even more 
ambitious target. In order to give that target 
credibility, do you not think, Ms Black and Mr 
Plumley, that WHO and UNAIDS need to commit 
to intermediate targets so that we do not just have as 
close as possible to universal access by 2010 but we 
actually have a fixed, agreed target for the number of 
people who will be on ARVs by the end of 2006/07/ 
08/09 so that then the world community can 
scrutinise whether or not we are making progress 
towards this target? 

Ms Black: As Mr Plumley has indicated, the intent, 
as we move forward to achieving universal access, is 
to encourage countries to set their own targets. 
Those may be progressive targets, as you have 
indicated. It will be important that they have guiding 
principles for setting those targets, guiding 


principles that guarantee equity and principles that 
look to see that the targets are responsive to the 
epidemiological situation in their country. If you 
look at the trajectory for scaling up services, what we 
have seen under “3 by 5” is not unusual. You tend to 
get a curve that goes very much like this and then it 
goes like this. We are still at the lower end of this 
trajectory. I do not think any of us who have worked 
in this business for a long time are surprised that that 
is where we are. We need to work with countries to 
provide them with the technical support and the 
funding capacity that they need to continue on that 
trajectory. Countries may decide to meet progressive 
targets and if they do, we will try to promote the 
essential services that you need to have in place. You 
need to have prevention and mother-to-child 
programmes in place. It is unconscionable that while 
in the developed world you have virtually no 
transmission from positive mothers to their children, 
that is far from the case in the developing world. 
There are realistic, progressive targets that we can 
put in place but there are some things that are not 
negotiable. If we want to ensure equity and human 
rights, as we scale up universal access, then the 
global community has an imperative, regardless of 
whether you are a donor, a technical agency ora UN 
agency, to promote this type of target setting with 
the countries. 


Q6 Mr Hunt: Just cutting through that, I think what 
you are really saying is: no, you do not think that 
WHO should be setting intermediate targets. You 
think it may be up to countries to set intermediate 
targets, but you do not think that WHO should. Is 
that what you are saying? 

Ms Black: That is exactly what I am saying. The 
global community has set targets. Before, we had the 
Millennium Development Goals by 2010. There 
have been so many global targets. The ownership 
and the accountability for what a country does, 
needs to reside at the country level. That is not to say 
that they do not need the support of the global 
community to enable that to happen, but they need 
to be able to be responsive to the situation that they 
have at hand. 


Q7 Mr Hunt: What was the point of setting a target 
at the G8 summit in Gleneagles for 2010 if you are 
not prepared to commit to intermediate targets to 
achieve that target for 2010? 

Mr Plumiley: { think the point with universal access 
is that we are explicitly moving away from setting a 
global target and what we are looking at now is 
really strengthening capacity in countries. I am 
being explicit that universal access will not globally 
say: it is aimed that X million people will be in 
treatment by 2010 or take a step-wise approach. 
What we are looking at with the universal access 
work is to put in dedicated resources to help 
countries strengthen their own programmes on 
prevention, treatment and care, and that they 
themselves will set ambitious coverage targets, and 
that then the international community should, as it 
were, rally behind those. I am quite certain that at 
country level that there will be some interim targets 
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that they will set. All of this work is going on right 
now. We will report back at the time of the UN 
General Assembly high level session on AIDS in 
June next year, when we will be in a position to see 
how these country plans have been developed and 
what kind of support is needed to do them. As 
Sandra says, we are being very explicit that this is not 
the time for global targets; it is really time to support 
the scaling up. 

Dr Ellman: May | add that it may not be a question 
of defining targets year-on-year but it is certainly a 
question of a transparent monitoring of the process 
so that year-on-year we are aware of how many 
people are being treated and whether they are getting 
access to quality treatment. There is a very heavy 
emphasis in the discussion, around getting many 
people on treatment. Many of our field programmes 
are in weak states where they do not necessarily have 
governments that are going to have the capacity to 
build the programmes without external support, 
particularly technical support and civil society. The 
feeling is that in many of these it is one step forward 
and almost one step back. There is plenty of evidence 
that there is a global commitment to putting 
treatment forward and to putting prevention back 
on the map, but so much is going on in terms of 
access to medicines since 2005. The TRIPS* 
safeguards are no longer there to ensure that the 
cheap drugs that most people in developing 
countries currently have will still be available. There 
is a huge question mark around second-line drugs. 
There is evidence of a lack of commitment around 
some of the key prevention messages, particularly 
from the United States who are rarely mentioned in 
official documents, from DFID and others, as the 
culprit that they are in these things. One of the key 
questions that was mentioned earlier was around 
bringing care to the level of the community: we need 
radical measures to ensure that treatment is scaled 
up around Africa. Doctors are not going to be at the 
heart of prescribing anti-retroviral drugs. So far, 
there is very little evidence of leadership on really 
pushing forward an agenda that is not going to rely 
on the current status quo around delivery of care, 
which is based around the Western medicalised 
model. That is not to say that we should downgrade 
doctors and nurses. We need more and they need to 
be better paid, but we need new systems. 


Q8 Mr Singh: I was very interested in your responses 
to targets. I would like to ask you, in this approach 
that you have been outlining to us, whether you are 
not in conflict with the American position, with the 
US President’s Emergency Plan for AIDS Relief 
(PEPFAR), which is entirely reliant on targets and 
delivery at that level? How can we have a co- 
ordinated international approach to these issues if 
the US is left out of that, or if the US does not 
participate? 

Dr Dhaliwal: I think targets are essential. What has 
been really important about the targets around 
“3 by 5” and the universal access target is the sense 
of urgency and accountability that it brings at the 
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global and at the country level. I think there 
absolutely needs to be a harmonised response from 
donors and other actors to this. Targets at the 
country level and at the global level are of two types: 
you have the political, aspirational targets; but then 
you also have the operational, implementation-level 
targets, which will be month-by-month roll out of X 
number of people on treatment, X_ clinics 
strengthened, X health workers trained and then X 
medicines, diagnostics, prevention and support 
services delivered. I think it is important that we do 
not step away from these targets and the political 
pressure that they bring at the global and at the 
country level. The measure of urgency and 
accountability that these bring is critical. 

Mr Plumley: To answer your question explicitly, the 
US are part of the universal access work. 


Q9 John Barrett: One of the submissions we received 
was from Professor Alan Whiteside®, Director of 
Health Economics in the Research Division of the 
University of KwaZulu-Natal. While he agreed that 
prevention must remain a priority, he said that he 
was troubled by the global emphasis on ARVs and, 
“While I believe providing therapy is crucial, it 
seems the response is becoming too simple... .” The 
basis of his concern is this: he is saying that 
concentrating on the ARVs is “at best naive and at 
worst damaging” because he is arguing that there 
has been too much emphasis on anti-retrovirals and 
not enough emphasis on prevention. Each of you has 
mentioned prevention as being the other side of the 
coin to treatment. Do you think there has been too 
much emphasis on treatment and not enough 
emphasis on prevention as a target? 

Dr Dhaliwal: Having worked on the epidemic for 20 
years now, I think what we see now is a real 
paradigm shift. You have heard us all talk about 
treatment and prevention today for a particular 
reason. I think “3 by 5” in particular and the 
universal access commitment at Gleneagles and then 
at the UN World Summit in New York have resulted 
a real shift in our thinking. Professor Whiteside 
probably would agree that we now must be talking, 
as we move ahead, about treatment, prevention and 
strengthening of health systems as a virtuous cycle. 
That is the only way we will really move ahead to 
ensure universal access. One really important piece 
of that is free access to treatment at the point of 
service delivery and stigma reduction because those 
are two big barriers that need to be addressed if we 
are going to move forward to universal access. 

Ms Black: What you hear from Professor Whiteside 
is not new, and I have read the body of the literature 
that was presented to this panel. This is a common 
theme that emerges. The global community was 
lagging very far behind in responding to treatment 
needs generally. In some ways, what we have 
witnessed is a large upsurge and response to 
providing treatment when, quite frankly, it should 
have been initiated much sooner in the epidemic. 
Did we see a disproportionate response to 
treatment? Yes, we did, but we should have because 
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we were really far behind where we should have been 
at that point in the epidemic. However, I do think 
what has happened is that the focus on treatment 
and the number of dollars of funding not only for 
treatment but for the epidemic now provide 
wonderful opportunities to do both prevention and 
treatment. I agree with Mandeep’s comments: it is 
not one or the other; it is all of it. We do not have any 
choice but to do all of it. Many of you will have seen 
the epidemic report that was launched yesterday.° 
That will continue to get worse if we do not do both. 


Q10 Hugh Bayley: To follow up John’s question, I 
think what I am hearing is a medicalisation of the 
epidemic. If I was a cynic, I would say that the drug 
companies, the pharmaceutical companies, make 
big money out of the treatment programmes and, 
yes, you keep paying lip service to prevention,’ but 
each new infection is somebody who is going to die 
from this disease. I have not heard one of you talking 
about scaling up new initiatives on prevention 
programmes and research to find out what 
prevention strategies work. You do preface all your 
comments by saying, “Well, these are two sides of 
the same coin but let us talk about treatment, about 
meeting targets, and getting medication to people”. 
I am not against medication but I would be horrified 
if, for each death, prevention programmes are not 
absolutely fully funded. If you had to make a choice 
between fully-funded prevention and fully-funded 
treatment, surely you must fully fund prevention, 
even though you would still be using 80% of the 
money on treatment? 

Mr Plumley: It really will depend where your 
priorities are. I want to be quite clear that from 
UNAIDS’ perspective, prevention most certainly is 
a priority. At our board this year, we got through, 
and I have to thank the support of the UK for this, 
a really ground-breaking prevention policy. That is 
why since then we have really been pushing 
prevention as the central response. I would also say 
that universal access work is very explicitly focused 
on scaling up prevention. We have the body of 
evidence of what works on prevention. There is no 
question about that. There can be no debate about 
the effectiveness of ABC plus, if you like. The 
question is about scaling up. That is why the 
universal access work is so critical and I really want 
to stand behind it, because it is now the time really to 
put prevention to the fore. That is why in the report 
yesterday there was a whole section on prevention 
and what needs to be done. The other point is that in 
mobilising communities that are heavily hit by HIV, 
you have got to have both: you have got to have 
things to offer people that are living with HIV to 
encourage communities to come forward. 

Dr Ellman: | find it difficult to understand how we 
can cost prevention without including the costs of 
treatment. It is very easy to say that we could save 
far more lives by spending this amount of money on 
awareness-raising, education and condoms. I think 
the figure of £4.5 billion is quoted as an amount that 
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could save X number of lives. Without the pull of 
treatment, as you were saying, particularly in the 
heavily affected settings, to engage people, to offer 
people who test something, there is really not much 
evidence that prevention on its own will work. It is 
pointless to describe a prevention target and a 
prevention agenda without engaging treatment with 
it. Therefore, I accept that we have been focusing our 
discussion on treatment, but from my side that is 
firmly with an understanding and a genuine belief 
that treatment is part of prevention. 


~~ 


Q11 Hugh Bayley: Is that so even though Uganda 
reduced prevalence rates from 20 something per cent 
to 8% before anti-retrovirals were available? 

Dr Ellman: There are many discussions, reasons and 
arguments about the Uganda experience, and also 
about the fragility of the gains that have been made 
in these countries. There is an opportunity now to 
consolidate and ensure that these gains were not 
flashes in the pan that disappear over the next 10 
years. There is very real reason to worry about the 
next 10 years, even in Uganda. 

Dr Dhaliwal: The UNAIDS’ epidemiology report 
cites very clearly that in countries with mature, 
generalised epidemics of a certain age where 
prevalence data goes down, often that can be due to 
an equal number of new infections and large 
numbers of people dying. I think we need to 
scrutinise drops in prevalence and gains very 
carefully. 


Q12 Hugh Bayley: Prevalence, by definition, must be 
people dying because they are no longer there to be 
prevalent. 

Dr Dhaliwal: Absolutely. 


Q13 Richard Burden: In relation to prevention, 
obviously I am pleased that in response to questions 
you have said that you see that as a priority 
alongside treatment, but in terms of delivery of 
prevention programmes, and particularly the ABC 
plus approach, how far do you see that being 
affected or skewed by emphasis from some quarters 
on one of those letters to the exclusion of the other 
two letters? I am thinking in terms of PEPFAR; 7% 
of total PEPFAR funding is for abstinence-only 
prevention messages. 

Dr Dhaliwal: One of the biggest challenges we have 
seen in our prevention programmes has been the 
retreat from evidence-based prevention by the 
United States, and I think we have to name it, (we 
always say “some donors” but it is the United States) 
that is pushing back on evidence-based prevention. 
We heard from Mr Plumley that we have solid 
evidence on what works in prevention. An over- 
emphasis on one of the letters of ABC is not 
evidence-based prevention. I think we need to do 
much more, given our Government’s special 
relationship with the United States, to ensure that 
major donors, such as PEPFAR, are supporting 
evidence-based prevention. 
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Mr Plumley: | would like to be clear that the United 
States signed off on this HIV prevention policy. We 
will share it with the Committee afterwards.’ It was 
clear that the US signed off on it. 

Dr Dhaliwal: Translating policy into action at 
global, national and community levels is a big 
challenge. That is also one of the challenges that we 
see with the fantastic HIV treatment and HIV 
policies of the British Government. What their 
global policies translate to at country and 
community levels is often something very different. 
I think it is the same with PEPFAR. They may at the 
global level sign a fantastically progressive 
UNAIDS prevention policy statement but how that 
translates into country level programming is often a 
very different story. At the global level, we have to 
be much more proactive and not complacent about 
our wonderful global political successes around 
HIV, by ensuring that they translate into similar 
successes at the country and community levels. 


Q14 Mr Singh: Professor Tony Barnett’ says about 
the successes in Uganda and Senegal that we do not 
really understand what has happened there. You 
seem to be agreeing with him. He made a very bold 
statement that by and large prevention has failed. 
How do you react to that statement? 

Mr Plumley: 1 have reacted to say that prevention 
has not failed. Again, Tony Barnett’s work with 
Alan Whiteside is very well known. We have done 
reviews of the experience of Uganda and Senegal, 
and not restricted to them, in terms of behaviour 
change programmes. We believe there is solid 
evidence to show that sustained programmes that 
are constantly renewed, that meet the needs of the 
targets of the groups that they are working with, do 
have an effect. We are also seeing that in countries 
like Kenya, as I mentioned. I come back to it: I think 
there is a very solid body of evidence in favour of 
prevention. It is not about medicalising the response 
to the epidemic; it is about mobilising all sections. 
One of the really key and exciting things that has 
happened in a number of countries has been the 
mobilisation not only of different government 
ministries—education is one that immediately 
comes to mind—but the mobilisation of other 
sectors, whether it be faith-based communities or the 
business sector. We see education awareness 
programmes happening in all sorts of innovative 
places. This is the central way in which we move the 
prevention agenda. 

Ms Black: We have been very much focusing on 
prevention as the African issue, but if you look at 
yesterday’s report, many of the new and emerging 
epidemics are related to injection drug use. The 
prevention strategies are very well documented. We 
know what works, but it is more than having 
available treatment programmes in place; it is 
having legislative and regulatory capacity at the 
country level to respond to those types of epidemic. 
Of course, the concern is that there are a number of 
countries that do not have legislative and regulatory 
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practices in place that enable a robust response to an 
injection epidemic. They tend to be punitive and 
they tend to be very focused on the crime rather than 
trying to put responsive strategies in place to be able 
to reduce the harm related to those types of 
epidemics. I think that is where organisations such 
as DFID have a wonderful opportunity to be able to 
leverage, encourage and promote what you have 
domestically here in order to promote the same thing 
happening in those countries also. 


Q15 John Bercow: The Committee has received a 
number of written submissions which have 
emphasised the vulnerability of children and their 
relative neglect in relation to HIV/AIDS treatment. 
Given that AIDS has already caused infant 
mortality in Africa to rise by 19%, that under 5% of 
HIV positive children are receiving the treatment 
that they desperately need and that every minute one 
AIDS-afflicted child or child with an AIDS-driven 
disease is dying, how do you think that phenomenon 
is to be addressed in relation to the 2010 target? 

Dr Dhaliwal: There are five clear strategies which 
you also see in the UNICEF evidence. Some of these 
are also alluded to in the OVC working group 
evidence presented to the Committee.’ These are: the 
importance of cotrimoxazole prophylaxis; having 
solid prevention mother-to-child transmission 
programmes; ensuring community-based support 
for orphans and vulnerable children; ensuring that 
there is development of appropriate paediatric 
formulations of ARV treatment; and all the work 
that needs to happen around TRIPS to ensure that 
when those paediatric formulations are developed 
they are available to those most in need. For 
example, Cipla is launching fixed-dose combination 
in March, “Pedimune”, which will be like the adult 
“Triomune” combination but will that really be 
available and accessible, given the TRIPS-plus 
provisions in the Indian legislation now? Are we 
going to be able to make these paediatric 
formulations available to children in sub-Saharan 
Africa who will need the treatment? I think these five 
different strategies need to be pursued together if we 
are really going to make a difference to ensure that 
children are a meaningful part of the universal 
access target. 


Q16 John Bercow: What is your assessment of the 
quality of the data on the children who could benefit 
from ARVs, given that resources are finite and 
presumably you want to target them as effectively as 
possible? Could you add something in your list of 
present obstacles to be overcome, hopefully in the 
near future, some commentary on the number and 
adequacy of pharmaceutical companies to supply 
the drugs and invest in the research required? 

Mr Plumley: There has been a reluctance, it is 
certainly true, by pharmaceutical companies to do 
research into paediatric formulations. That always 
comes second. I think we very much welcome the 
leadership being shown by UNICEF now under 
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Ann Veneman to push the children and AIDS 
response to the fore of UNICEF’s work. Certainly, 
one of the areas that we are looking at is to 
encourage both generic and brand name 
pharmaceutical companies to prioritise the 
production of paediatric formulations. 

Dr Ellman: One other real gap at the moment is the 
tools to diagnose HIV in young children. Half 
affected children die before the age of two, and they 
are effectively excluded. If you look at children who 
are currently on treatment, there are incredibly few, 
in fact almost none certainly amongst the 10% or so 
that MSF has on treatment, under the age of two, 
simply because we do not have the means to 
diagnose them. There are currently initiatives 
looking at cheap, affordable ways to get viral load, 
which is what would be needed for children, PCR!° 
techniques. We need to find ways to get those 
funded. We know of at least one example in this 
country that has so far been coming to MSF for 
funding because it is unable to find research funding 
from the UK. 


Q17 John Bercow: Just to take this forward a little, 
with what speed, if any, can one expect progress on 
this front? Although I do not want to harp back on 
it, and will get into great trouble with the Chairman 
if I seek to harp back to the earlier questions being 
put by my colleague Jeremy Hunt, I am conscious, 
as I think we all are, of the immediacy of the crisis 
and the need for progress. You make a very 
important point about work that is being done. Is it 
centre-stage? What level of publicity is attached to 
it? To what extent is it recognised by decision- 
makers as being a priority for extra resources? 
Where does the United States stand on the matter? 
Do you see what I am getting at? I am impatient, as 
I am sure we all are. 

Mr Plumley: UNICEF with UNAIDS and WHO, 
our other co-sponsor, launched a new campaign for 
children with AIDS in October this year. It is a key 
priority for them. We can probably find you the 
details of how long it takes to provide paediatric 
formulations. They tend to follow after the main 
ones, and undoubtedly that has to be addressed. 
This really is a priority for the international 
organisations, whether it be on the medical front or 
on the community-based front. 

Dr Ellman: Our experience is that there is a lack of 
interest in countries to find children with HIV 
because of the difficulties of getting treatment, and 
also a reticence due to lack of experience in 
treatment. For example, for every HIV positive 
woman we should be trying to find out whether they 
have children who are affected, offering testing for 
the children, offering treatment for the children. 
That simply is not happening at the moment because 
countries do not have access to affordable medicines 
to provide to those children. As Mandeep was 
saying, there are very serious concerns about lack of 
availability in future because of the TRIPS effects in 
India, China, Brazil, Thailand, the countries that up 
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to now have been the great hope of cheap drugs and 
have been the reason we are currently treating 
anybody at all in Africa. 

Dr Dhaliwal: We have an interesting experience in 
the Ukraine treatment programme where we 
provide the national treatment services. When we 
started the programme, actually more children were 
registered than we had seen in other countries. It was 
quite interesting because in many countries they 
would rather treat the children than treat the sex 
workers or the injecting drug users or the men who 
haye sex with men, because children are innocent 
and we would all like to provide treatment to 
children. While we are focusing on children, we 
should also make sure that the focus also remains on 
those populations that are key to the dynamics of the 
epidemic, who are vulnerable and marginalised and 
exist on the fringes of society, in government 
programmes and government priorities, and that 
these key populations must be provided with 
treatment and prevention services. 

Ms Black: This is one area that the normative work 
is going to change very rapidly. For example, it has 
to be progressive. Until we have new diagnostic 
measures in place, if you think a child under 18 
months has been exposed to HIV, you consider 
giving them prophylaxis medicine, cotrimoxazole. 
Therefore the normative work will continue to 
change as more technological advances are made. 


Q18 Joan Ruddock: Mandeep Dhaliwal said earlier 
in passing that she thought that drugs needed to be 
free at the point of access. I wonder if you could take 
us through this and if the other members of the panel 
could do the same. There have been arguments put 
that if people have to pay something, then it makes 
for a better commitment to the treatment 
programme and they value it more, that there is an 
aspect of sustainability in programmes where money 
is being received. The question really is why HIV/ 
AIDS should be treated differently from other 
diseases where in many countries people have to 
make some payment? 

Dr Dhaliwal: | will start with evidence that we have 
seen from the “3 by 5” experience where one of the 
biggest barriers to people accessing treatment is the 
cost of treatment. There is a lot of evidence that 
providing treatment free at the point of service 
delivery improves the sustainability of and 
adherence to the treatment. There is no evidence that 
I know of that user fees end up back in the system 
and supporting and strengthening the health system. 
There is quite a bit of evidence to the contrary. There 
is a policy statement, which Sandra Black can tell 
you about, that is being issued by WHO. 
Unfortunately, there is no co-sponsor agreement on 
that. There was a meeting with UNAIDS and World 
Bank and all the sponsors of UNAIDS on the free 
treatment issue. In spite of a lot of evidence, I believe 
the World Bank and other co-sponsors are reticent 
to sign off on this policy, but we know that in the case 
of anti-retroviral treatment there is strong evidence. 
Countries like Senegal, which initially had some 
form of user fee, have now, on the basis of that 
evidence, changed their policy to provide free access 
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to treatment. Senegal, Zambia, Tanzania and 
Ethiopia are all now providing free access to anti- 
retroviral treatment at the point of service delivery. I 
think some of these hypotheses about people valuing 
something more because they pay for it are just that 
and the evidence is quite to the contrary in the case 
of life-long treatments, such as anti-retroviral 
treatment. 

Ms Black: To respond to your point about why 
would we do this for HIV and we do not do it for 
other diseases, it happens for other diseases in 
different manners and different ways. The reality is 
that we are in an exceptional public health 
emergency here. The developments of aid that have 
been made over the last 40 years have been lost and 
eroded in many countries. We know that we have to 
have an exceptional response to an exceptional 
situation. You look at a number of elements that 
need to be put in place. That is why we support free 
access at point of service delivery. How a member 
state in that country decides they are going to fund 
that is an issue. We had a long discussion about this 
at a three-day meeting in Geneva. Essentially, what 
the member states said to us, especially from the 
African developing countries, was that if we 
promote a free access policy, then we need to put a 
structure in place to support it. It might be financing 
schemes, public insurance schemes, requesting more 
money from the global fund. There was the 
acknowledgment that they needed to have a 
sustained response that that was one of the elements 
that they needed to have in their national strategies. 


Q19 Joan Ruddock: May I just check something with 
you? People are not paying the full costs of the 
ARVs, are they, in any of these circumstances, or 
are they? 

Ms Black: That certainly was a point of a lot of 
discussion. What does free access mean? Does it 
mean to the drug itself, to the anti-retroviral drugs, 
to the drugs for opportunistic infections, to 
transportation to the service delivery site? Those are 
issues that a country needs to define. The policy 
statement that WHO will issue on free access will 
have these elements discussed in it. This issue is very 
important as countries put a responsive plan in place 
to look at those particular issues, recognising that 
they want a sustained response because that is an 
important element? 

Dr Ellman: | say clearly that universal access will be 
impossible without free treatment. Cost-recovery 
systems exclude the poorest members of society and 
HIV affects disproportionately the poorest members 
of society. We would certainly go further with regard 
to the exceptionalism around HIV to say that in 
communities where most people are poor, which is 
most of sub-Saharan Africa, all treatment should be 
free at the point of delivery. We should also be very 
clear that, regardless of whether the rest of the health 
system is free or not, it must not just be anti- 
retrovirals; it must be all opportunistic infection 
treatments. I have seen people excluded from follow- 
up and therefore excluding themselves from anti- 
retroviral treatment simply because they cannot 
afford the few pence that cotrimoxazole costs. That 


was what would have kept them in follow-up. It is 
very clear, and for TB as well, it has to be free; it is 
free in principle but in many countries there are 
payments in practice. This is about more than anti- 
retrovirals. 

Dr Dhaliwal: Going back to the global financing 
issues, I think financing is the key question when we 
are talking about delivering free anti-retroviral 
treatment at the point of service delivery—financing 
and ensuring that countries are enabled to use the 
flexibilities that are allowed in TRIPS. We have not 
even had any discussion here about second line 
treatments and some of the first line treatments that 
are still under patent, and the paediatric 
formulations, which are certainly going to be under 
patent. We would like the British Government to 
support countries basically to help them stand up to 
the United States if the US does, through other trade 
negotiations, apply pressure on countries to enact 
TRIPS Plus legislation. If we have TRIPS Plus 
legislation in all of these countries, it means that we 
will never have universal access to treatment, that 
they will not be able to have access to the cheapest 
drugs possible. 

Dr Ellman: 1 would add that we have had an 
indication from Pascal Lamy, the Head of WTO,!! 
that there is interest within WTO to review whether 
or not the spirit of the Doha declaration (which was 
that public health should override profit, that people 
should have access to affordable medicines for HIV 
and other diseases) is actually being implemented 
and not to amend things, which is currently what is 
being put on the table, to institutionalise systems 
which we see as very unwieldy and not likely to lead 
to drugs being available for poor people. We have 
heard that EU Members need to lobby the EU 
Commission to put this to WTO. We would ask the 
UK with the Presidency of the EU to take that 
forward and see whether or not the current 
implementation of TRIPS is leading to any good at 
all for people getting hold of cheap drugs. 


Q20 Joan Ruddock: We have not heard from Ben 
Plumley. I am wondering if there is a real difference 
here. Tom Ellman is saying that if it is not free and 
it is a range of drugs, not just the ARVs, then the 
universal target is not going to be reached. Is that the 
view of UNAIDS? 

Mr Plumley: 1 have to be honest and say it is not. I 
would say that free treatment at the point of delivery 
is certainly an option. Mandeep has referred to the 
debate that is going on within the 10 co-sponsors of 
UNAIDS. We have to be realistic about what can be 
achieved. We do not have the full funding for a 
comprehensive response to AIDS in place. We 
believe it needs to be around £22 billion by 2008. It 
is a question of what will work in different 
circumstances. We are very interested in free 
treatment at the point of delivery as one of those 
mechanisms but it may well not be possible—and 
our co-sponsors have looked at different settings— 
in the short to medium term. If that is the case, then 
that should not hold us back in terms of pushing 
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universal access and support for countries 
developing targets across the prevention, treatment 
and care agenda. I would just point to one thing that 
backs up what Mandeep said about the evidence. 
The evidence that we have around user fees having 
an impact really relates to prevention and around 
some of the experiences we have seen in India and 
indeed in the mines in Zambia and Botswana on 
access to condoms. If there is a very small user fee for 
the purchase of that, then that has been seen to have 
had an impact in encouraging use, but we have not 
see that in relation to treatment. 


Q21 Ann McKechin: We are all aware of a very 
severe shortfall in health care workers in the 
developing world. Can IJ ask the panel how realistic 
this is? If we are going to aim for universal access by 
2010, do we have sufficient human capacity to 
deliver that form of ARV treatment? A secondary 
question is: has there been sufficient planning to 
make sure that ARV programmes are not going to 
be expanded to the detriment of general health care? 
Dr Dhaliwal: | think Sandra mentioned in her 
opening comments!* that if we are going to have 
sufficient human resources to deliver anti-retroviral 
treatment and prevention in developing countries, 
we have to ensure that we have standardised, 
simplified approaches to treatment, we have fixed- 
dose combinations which are proven to be easier to 
deliver, that we have task shifting and we have better 
use of community resources to deliver treatments 
and not just westernised, doctor-led approaches as 
the necessity for delivering treatment. This is 
important if we are going to make better use of the 
human resources that are there. Other than that, in 
terms of having human resources, there are several 
points. There is an opinion piece published by the 
ODI recently’? about having strategies to 
compensate developing countries for the health care 
staff that we poach from developing countries, 
ensuring that we have training partnerships and 
investing in developing country medical education 
programmes and education programmes for nurses. 
That discussion is going to feature heavily at the 
Hong Kong WTO meeting in December 2005 and 
outcomes of this meeting will be critical to how we 
scale up to universal access to treatment and 
prevention. 

Dr Ellman: That does not necessarily need to appear 
as part of an aid budget. It could be from the 
Department of Health. This is a direct recompense 
in many ways for the brain drain benefiting the 
NHS. 


Q22 Hugh Bayley: We can ask the Secretary of State 
for Health about that. Perhaps it can be made easier 
for nursing schools in Lilongwe. 

Dr Dhaliwal: Policy coherence across the British 
Government is very important on this issue. We see 
a lot of people at Barts, for example nurses, many of 
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whom may even be HIV positive, who have ended 
coming here; they live here now and they work for 
the NHS. How are we going to compensate the 
Zambian and Zimbabwean health systems where a 
lot of these nurses are coming from? 

Mr Plumley: There is an issue around capacity not 
just in the health sector but in other public sectors. 
One might even call that a crisis in a number of 
countries. Our co-sponsor WHO has done work in 
looking at particularly southern Africa, and I am 
thinking of Malawi. We do have a health sector crisis 
in terms of capacity in which HIV has played a part, 
both in decimating health care workers but also in 
terms of moving staff from public to private sectors 
in these countries and also, as has been discussed, the 
movement of trained staff to industrialised world 
health care settings. 


Q23 Ann McKechin: Do you think it would be better 
that, rather than trying to wait for people in the 
Western world to give back for the brain drain, there 
should be more emphasis on wages and conditions 
for medical staff in developing countries and that 
agencies such as the World Bank and the UN should 
be putting greater priority on making sure that those 
issues are addressed? 

Mr Plumley: Absolutely. This is very much part of 
the work that the World Bank, WHO and UNAIDS 
are looking at—innovative mechanisms to keep 
trained health care workers (and not just health care 
workers) in posts where they can make a major 
difference. 

Dr Dhaliwal: DFID has done some exemplary work 
in Malawi where they have invested in working 
conditions and improving working conditions and 
salaries for health care workers there. We think that 
work needs to be scaled up to many other countries. 
For example, we are hearing stories of South African 
health care staff now wanting to go and work in 
Malawi because of the DFID programme in 
Malawi. There is an urgency for scale there. In a 
recent evaluation of World Bank AIDS funding 
there is a very strong message about investing in and 
strengthening health care systems. If that becomes 
World Bank policy, all of our jobs will be much 
easier in the years to come. 

Dr Ellman: In terms of coherence, we should 
question why it is that public sector spending levels 
are still being pushed for capping by the IMF and 
how can we have the World Bank, WHO on the one 
hand saying, “we want to increase public sector 
spending specifically for health workers”, but of 
course in the long term across the board, while on 
the other the IMF saying, “no, you cannot do this”. 
I would like to reiterate the importance that at the 
same time as ensuring we have motivated, well-paid 
doctors and nurses in the system, we are absolutely 
clearly going to need a new cadre of health workers 
to deliver AIDS care and AIDS prevention across 
Africa. Those people are not currently being paid: 
they are volunteers, community health workers, 
people who by definition will stay where they are 
within the community, and of course people living 
with HIV and AIDS themselves. Finding ways to 
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pay those people to train to do the work and to take 
the load off the doctors and nurses is the only way 
that we are going to achieve a scaling up. 

Dr Dhaliwal: We have done this in many countries 
now. A lot of international civil society organisations 
such as the International HIV/AIDS Alliance, 
Christian Aid and others do this work. We have 
models and examples where this has been taken to 
scale but we need to invest in it. This is where I would 
like to take us back to the discussion with DFID, 
which at the global level has made fantastic 
commitments and has some good country level 
experience, but that really needs to be strengthened. 
There needs to be not just multilateral funding from 
the British Government and bilateral funding 
through budget support and the SWAps,'* but also 
funding for existing initiatives on the ground which 
are already delivering a substantial amount of AIDS 
prevention, care and support. services to 
communities. 


Q24 Mr Singh: Moving on from that very serious 
problem that Ann McKechin has raised, there are 
evolutions and other problems in delivering the 2010 
target. The Stop AIDS Campaign in its evidence to 
us on health care services says: “In many cases, 
inadequate health care is the result of World Bank 
and IMF fiscal constraints that discourage 
government spending on public health.”!> Recently, 
we put these very complaints to the World Bank 
and IMF and they flatly denied them. It did not 
help our case with them in terms of what we are 
trying to achieve. I would like some comment on 
that. The evidence goes on to say: “This lack 
of investment leads to poor infrastructure. 
Healthcare in developing countries is characterised 
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by a lack of clinics, diagnostic technology, drug 
procurement ....”.On that particularly point, is the 
UK Government doing enough to deal with that 
situation and, if not, what more should it be doing? 
Dr Dhaliwal: We have alluded to the answers to 
those questions. I would like to draw your attention 
to the OED evaluation of the World Bank AIDS 
funding.'® I think that is very important evidence 
and information to be used to pressure the World 
Bank and the IMF to change their policies. It 
critically says that if we are going to make a 
difference and if we are going to make our increased 
AIDS investment work at country level, we have to 
strengthen health systems and we have to invest in 
that. I think the answer to the question about 
whether the British Government is doing enough 
comes with wonderful stories like Malawi where 
they have taken tremendous steps, but that is not 
enough. The British Government has to do much 
more of that kind of thing. They are investing in 
improving working conditions and salaries for 
health care workers; they are investing in capacity 
building and supporting civil society. The British 
Government are not just putting all our AIDS 
money through budget support, which can often 
disappear in ministries of health. They must also 
invest significantly in other ways, in programmes on 
the ground that are already making a difference, that 
are providing valuable health resources, even 
though these people may not be officially classified 
as doctors or nurses. 


Q25 Hugh Bayley: Perhaps I could say to all four 
witnesses thank you very much indeed for your 
evidence, your comments and your insights, which 
are very useful indeed. We are very grateful to you 
for coming and sharing your knowledge with us. 


'6 World Bank Operations Evaluation Department, 
Committing to Results: Improving the Effectiveness of HIV/ 
AIDS Assistance: http://www.worldbank.org/ieg/aids/docs/ 
report/hiv_complete_report.pdf 
NB the Operations Evaluation Department (OED) is now 
the Independent Evaluation Group (IEG). 
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Hugh Bayley: Welcome. Thank you for coming to 
give evidence to us. You have had the benefit of 
hearing some of the previous questions, I know. To 
set the proceedings going, I turn to Joan Ruddock. 


Q26 Joan Ruddock: I would like to refer to the NAO 
report that was published in June 2004.!7 On the face 
of it, this looks like a devastating indictment of what 
DFID is doing in respect of HIV/AIDS. They said 
that you did not have a separate system for 
monitoring the implementation and impact of the 
strategy; that you had exaggerated how much 
money is being spent directly on HIV/AIDS, 
because it had been put into a package of 
reproductive health spending; that eight out of 14 
strategy papers for working with multilateral bodies 
did not mention HIV/AIDS; and that only two out 
of seven planned technical guidance notes for staff 
on how to implement the strategy had been 
published. What has happened since then? What 
sort of changes have you made to improve reporting, 
monitoring and evaluation of your policies and 
practices? 

Mr Boehmer: I will suggest that Robin Gorna takes 
this question. Robin is the team leader on HIV/ 
AIDS. Let me just say that the Taking Action'® 
strategy came out after this report and now we are 
going through the phase of implementation where 
the NAO report is a very important guideline for us 
on the areas that we need to improve. Let me take 
one aspect of what you were saying, the link between 
sexual and reproductive health and HIV/AIDS. We 
all know—and we have talked about prevention— 
that if we are serious about treating AIDS we must 
link it with sexual and reproductive health advice. 
Therefore, in our view the programmes of treating 
AIDS or prevention of AIDS or tackling AIDS need 
to be commensurate and packaged together with 
sexual and reproductive health. That is why the 
programme we want to support, both in countries 
with budget support but also stand-alone projects, 
we would very much like to have as a package 
whenever that is possible. Therefore separating out, 
in terms of the accounting, which part of it goes 
towards HIV/AIDS, which part goes towards sexual 
and reproductive health, might very well set the 
wrong incentives in programme design. 

Ms Gorna: As Dr Boehmer says, the NAO report 
came out just immediately before the Taking Action 
strategy and many of the issues that the NAO 
highlighted were indeed issues that the Department 
had already noted and were underpinning the reason 
why the strategy was developed. Specifically on the 
institutional strategy papers, we made commitments 
in Taking Action that we are following through, and 
indeed all of our new institutional strategy papers 


'7 Department for International Development: Responding to 
HIV/AIDS, Report by the Comptroller and Auditor 
General, HC 644, Session 2003-04: http://www.nao.org.uk/ 
publications/nao—treports/03-04/0304664. pdf 

'8 Taking Action: the UK’s strategy for tackling HIV and AIDS 
in the developing world, DFID, July 2004: http:// 
www.dfid. gov.uk/pubs/files/hivaidstakingaction.pdf 


are now addressing AIDS. In terms of the guidance 
notes, we have up-scaled the guidance notes and we 
now have worked with Civil Society to produce a 
web-based system (known as the AIDS Portal) 
which is now functional and is providing a very wide 
range of advice to our own DFID advisers and also 
more broadly to Civil Society in countries, so I think 
we have moved a long way since then. To build on 
this point about the linkage with sexual and 
reproductive health, I think the UK’s approach is 
distinct from other donors, in that it takes a 
comprehensive, multi-sectoral approach to AIDS. 
That does complicate the tracking of finance. We 
acknowledge in our strategy, in the approach we 
take, to identify things which are specifically about 
AIDS and also the broader environment within 
which AIDS programmes work. For example, Dr 
Dhaliwal spoke about the work we are doing in 
Malawi, which is clearly having a big impact on 
AIDS but is not the kind of direct focused AIDS 
activity that perhaps a PEPFAR programme would 
identify. We have been in quite an active dialogue 
with UNAIDS and other bilateral donors about 
trying to get a better international system for 
tracking AIDS spending because we do understand 
that there are differences between different donors. 
We have taken the NAO criticism very seriously but 
we think that to revise our tracking of spending at 
this point would lead to a reductionism in the 
approach we take to AIDS and that could not be 
helpful. Finally, in terms of systems for monitoring, 
we have upgraded our monitoring systems. With the 
spending target that has been introduced through 
Taking Action, we have more robust systems of 
accountability. Many of you ask us questions 
regularly on how we are spending our money, and of 
course there is an evaluation process underway. 
Joan Ruddock: Thank you very much. 


Q27 Richard Burden: Continuing a little on these 
same lines, in 2001 the UN General Assembly 
Special Session (UNGASS) emphasised _ the 
importance of integrating “prevention, care, 
treatment and support” and there have been a 
number of reviews. The Governance and AIDS 
Initiative (GAIN) review in 2004, for instance, said 
that that had not necessarily happened properly 
“.. even for the donors such as DFID that have 
taken these issues most seriously, and which have the 
human and financial resources to devote to the 
task.” In terms of the apparent disparity between 
policy and in-country delivery, you are saying that 
Taking Action is hopefully going to address those 
things, but the Stop AIDS Campaign is still 
reporting growing concerns about the translation of 
DFID’s commitments at a country level. How do 
you respond to that? 

Ms Gorna: As 1 mentioned, we have an external 
evaluation underway—which is just kicking off at 
the current time—which is designed to look very 
carefully at the translation of our policy 
commitments into action. I would highlight that it is 
easy to spotlight the DFID country offices as the 
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locus of where we work, but obviously the ways in 
which DFID works are also through the 
international system, through our UN partners, 
through the Global Fund, through the Bank, and so 
we see it as very important to look at how we 
contribute through the monies we give to the Global 
Fund, which then reach a broader range of countries 
than simply those where our country programmes 
are operational. We have just had our first round of 
looking at the first six months since the Taking 
Action strategy was put in place and we are seeing a 
scaling up of activities commensurate with the policy 
direction. 

Mr Boehmer: When Hilary Benn said we were going 
to host the Replenishment Conference for the 
Global Fund—and we basically had the expectation 
that a significant amount of additional funding will 
go to countries to fight AIDS and the other two 
diseases—he also said that we will call together the 
international community to get their act together, 
basically, to make sure that the countries get the 
support at the country level that they need in a 
coordinated way. That is why the work of the Global 
Task Team started, which has a lot of implications 
for how the multilateral system works at the country 
level—how countries, in fact, get the support that 
they need. That is why, when we had the Global 
Fund Replenishment Conference, we also then 
doubled our funding for the UNAIDS system, so 
that in fact they had the capacity to do it. Our own 
country advisers where we have them are now 
working very actively to make sure that this process 
moves forward at the country level, so that the 
countries do actually have the support to do this. 
This is part of how to make our money effective, not 
only the bilateral money but also the money that 
then goes of course to the multilateral system. 


Q28 Richard Burden: If the Stop AIDS Campaign 
were here and you were saying this to them, given the 
fact that they are saying the intention is there but 
they still have concerns about delivery, to which 
milestones would you point them in terms of the 
evaluation and monitoring systems that you are 
adopting so that you could say: “Well, actually, in 
six months or a year’s time we should know more 
about this”? When will it become clear if these new 
mechanisms are working, would you say? 

Mr Boehmer: In the Global Task Team there is 
regular reporting back. UNAIDS is tracking the 
implementation of the Global Task Team 
recommendations. On our side, our country offices 
where we have AIDS advisers are following up and 
reporting regularly, certainly internally, on how 
these mechanisms are taken forward. In Malawi, for 
example—and this is with malaria, not with AIDS, 
but the Global Fund mechanisms work the same 
whether it is malaria or AIDS—the Global Fund can 
in fact now support the national programme. We 
hope that will also be very much the case with AIDS, 
where the Global Fund can step in and support the 
national programme. The Malawi health worker 
example is a very important one. We all talked 
before about how the human resource capacity is an 
important component to fighting AIDS. In the latest 


round of applications the Global Fund was able to 
support the health package, the emergency response 
package, in Malawi. It is one of the very few 
countries where they have been effective, where an 
application for this health system strengthening has 
been successful through the Global Funds window. 
It is all an outcome of making sure that those 
organisations at the country level all support the 
Government’s programme where a _ strong 
programme is in place. So there is evidence that it is 
happening. 

Ms Gorna: The evaluation of Taking Action is due to 
report at the end of 2006 in order to inform the next 
steps and also to give us a sense of whether the 
strategic direction has made a difference to DFID’s 
operations. Iam sure members of the Committee are 
well aware that the bulk of programming in which 
DFID engages is determined at local country level 
based on individual country priorities when we are 
talking about our bilateral programme. In 
paragraphs 52 to 67 of the memo we have 
provided,!’ we have given some snapshots of some of 
the activities that are newly underway since the 
strategy was launched. I think they demonstrate a 
diversity of responses. In the Caribbean, for 
example, we are acting on _ stigma and 
discrimination, which is a principal driver of the 
epidemic globally but there are some specific 
activities there. In the Ukraine and Russia we are 
financing work around the “Three Ones” to support 
the scaling up of country programmes. In Kenya we 
are extending the work of the National AIDS 
Council. In Zimbabwe we are involved in supporting 
Civil Society. So there is a range of different 
activities in different countries. People in our 
bilateral programmes are not following a sort of 
cookie-cutter approach directed from the centre, but 
I think we can demonstrate that even in the last six 
months more action is under way at country level. 


Q29 John Bercow: DFID is obviously the lead 
department in Whitehall on HIV/AIDS but there are 
a number of other departments that have important 
responsibilities as well: the Department of Health in 
terms of the recruitment of African health 
professionals for the NHS; the Home Office in terms 
of immigration and deportation policy; the Ministry 
of Defence in terms of the implications of AIDS for 
national security; and indeed, for that matter, the 
Department of Trade and Industry in relation to 
international negotiations on TRIPS. There is a big 
picture there of which at various times I think it has 
fairly been said the Government has perhaps lost 
sight. In Taking Action a commitment was made to 
try to improve the coherence of policy across the 
piece through the establishment of an informal, 
cross- Whitehall working party. I would like to know 
from you—and IJ am seriously hoping you are about 
to tell me—the specific examples you can identify of 
progress that has been made in policy as a result of 
the establishment of that informal cross-Whitehall 
working group. 
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Mr Boehmer: There are two working groups: one on 
AIDS in developing countries and one on access to 
medicines. Perhaps both Robin and Danny could 
answer. 

Ms Gorna: On the broader AIDS working group, we 
have met, I think now three times, with members 
from all the departments you note and also the 
Treasury and the Foreign and Commonwealth 
Office. Clearly there are departments in Whitehall 
which have a greater emphasis on AIDS than others. 
Certainly in-country we work very closely with the 
Foreign and Commonwealth Office in most of the 
countries where we have bilateral programmes and 
we obviously work very closely with our missions in 
Brussels, Geneva, New York, Washington on the 
specific elements with the international community. 
In terms of the 2005 agenda and the highlighting of 
AIDS as a centrepiece of G8 and EU presidencies, 
we can demonstrate good cross-Whitehall working 
in advancing those agendas. We hope next week, on 
World AIDS day, to be producing a new briefing 
paper on harm reduction linked to the prevention 
issues that Mr Plumley was describing earlier, where 
we are working closely with the Home Office, the 
FCO and the Department of Health, and a couple of 
other government departments are involved, so that 
we are intensifying the policy coherence. 


Q30 John Bercow: That will be a published paper, 
will it? 

Ms Gorna: That will be published, yes, on 30 
November.”” So there are a number of those 
initiatives where we are trying to draw together 
greater policy coherence. It is still relatively early 
days for our cross-Whitehall group, whereas the 
Access to Medicines group has been in existence for 
substantially longer. 

Mr Graymore: It has been in existence since 2003. It 
was set up following the report from the High Level 
Working Group on increasing access to medicines in 
developing countries.*! It was set up expressly to 
take forward some of the recommendations in that 
report, including, in relation to TRIPS, in terms of 
intellectual property issues, to issues around 
research and development innovation; in terms of 
coherence, around aid spending and technical inputs 
there. That group has representation from the 
Treasury, from DTI, from the Patent Office and 
from the Department of Health, and obviously 
DFID is on there as well, and a variety of other 
departments have been on that working group. I 
think there has been some very good progress 
through that group and working very closely 
internally on the AIDS agenda as well, and in time 
with the cross-Whitehall group on HIV/AIDS. 
Examples of progress through that group include the 
progress on the TRIPS agreement. DFID worked 


20 HM Government, Harm reduction: Tackling drug use and 
HIV in the developing world, November 2005: http:// 
www.dfid.gov.uk/pubs/files/hivharmreduction2005.pdf 

21 Report to the Prime Minister by the UK Working Group 
on Increasing Access to Essential Medicines in the 
Developing World, Policy Recommendations and Strategy, 
November 2002: http://www.dfid.gov.uk/pubs/files/ 
accessmedicines-report281102.pdf 


very closely with the Patent Office and with the 
Department of Trade and Industry in the run up to 
the Canciin meeting to input into and to help to 
negotiate the final decision that was reached in 
Cancun on 30 August which provided the waiver 
allowing countries that did not have a 
pharmaceutical industry of their own to import 
copies of essential medicines, or indeed copies of all 
medicines that were needed. That was a very 
significant piece of work across Whitehall and has 
been followed up subsequently with the work that is 
needed to implement that decision within the 
national legislation of all the Member States in the 
EU and also in terms of the necessary amendment at 
the World Trade Organisation to the TRIPS 
agreement itself, to make what at the moment is a 
temporary waiver into a permanent waiver. We have 
continued to work very closely with the Patent Office 
and DTI and indeed other departments as 
appropriate on that issue. We have also worked with 
those departments around addressing and trying to 
develop plans to help build up the capacity of 
developing countries to use some of the TRIPS 
flexibilities. There are other examples as well. We 
have done a lot of work with the Department of 
Health, with the Department of Trade and Industry 
(DTI) and others around the pharmaceutical 
industry in the UK, and jointly published with the 
DTI and the Department of Health in March this 
year a framework encouraging good practice within 
the pharmaceutical industry around increasing 
access to medicines, with a set of recommendations 
following a lot of consultation with the industry.” 
We have also worked very closely with other 
departments, particularly the Treasury and Customs 
and Revenue on issues of R&D innovation, to 
increase investment in R&D into diseases 
particularly affecting developing countries. 


Q31 John Bercow: I assume it is an informal 
grouping consisting of senior officials, but obviously 
it reports into ministers. There has really been quite 
a lot of meat, I must say, in those answers, for which 
I am grateful and by which I am encouraged. There 
was at least one department that did not get a look 
in in those references and that was the Home Office. 
I wonder if somebody could tell me something about 
the attitude that informs discussions between DFID 
and the Home Office on the highly sensitive question 
of the deportation of failed asylum seekers who are 
HIV positive and who face the prospect of return 
either to a regime where human rights abuse or 
continuing civil conflict is a fact of life or to a regime 
where access to HIV/AIDS treatment is inadequate, 
or, dare I say it, to a grisly combination of both. 

Ms Gorna: The Home Office is a member of our 
cross-Whitehall group and has been consistently 
involved. On the issue of harm reduction, the Home 
Office leads on the relationship with the UN Office 
on Drugs and Crime, which is a co-sponsor of 


22 DFID/Department of Health/DTI, Increasing people's 
access to essential medicines in developing countries: a 
framework for good practice in the pharmaceutical industry 
March 2005:  http://www.dfid.gov.uk/pubs/files/pharm- 
framework.pdf 
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UNAIDS, so we have had a lot of active discussion 
on that. In terms of the issue which you raise, the 
Home Office does occasionally communicate with us 
to ask for specific guidance, and I believe they ask 
the FCO for guidance on the policies in a particular 
country, but we do not have any formal engagement 
in those matters and it really isa Home Office lead on 
those questions and there is no formal conversation. 


Q32 John Bercow: The use of the word 
“occasionally” is so revealing, is it not? And perhaps 
even—though it would not be recorded in the 
minutes—the tone in which it was delivered. Could 
I ask you whether you would regard it as helpful if 
the Home Office decided to step up _ its 
communication and pursuit of advice on these 
matters from the status of “occasionally” to the 
status of regularly or even as a matter of course? 
Ms Gorna: 1 am sure as a result of this Committee 
this will be a matter that will come onto the agenda 
of the cross-Whitehall group. 

John Bercow: Thank you. 


Q33 Mr Hunt: A question, if I may, for Robin 
Gorna. You will have seen yesterday’s WHO 
UNAIDS report in which they talked about 
2.6 million people dying from AIDS last year, 
600,000 children. The standard DFID response to 
that—and we have heard it on this Committee many 
times from the Secretary of State—is that this has 
been a year of tremendous progress with the 
universal access target at the G8 Summit. How do 
you square that with that which was heard earlier 
this morning, when representatives from the WHO 
and UNAIDS point blank refused to agree to 
intermediate targets towards that universal access 
target by which we can measure whether progress is 
really being made. 

Ms Gorna: We heard this morning, from our 
colleagues in UNAIDS and WHO, clarity about the 
fact that the “3 by 5” global target created massive 
ambition and I think there has been a great deal of 
excitement that the Gleneagles/World Summit 
commitments extend that ambition further. I think 
there is a high level of concern, however, that global 
targets that are imposed on countries could become 
counter-productive, and so, in the conversations 
that we have been having with countries and with the 
international colleagues, we have been really talking 
about how countries themselves can scale up 
towards universal access. We have agreed to work 
with UNAIDS and to co-chair the process being 
called the Global Steering Committee to see how to 
implement this agreement made at the World 
Summit and at Gleneagles. As a consequence of 
that, we have been advised by country governments 
and by bodies such as the African Union that 
understanding how countries individually can scale 
up is very important, because clearly the constraints 
and needs of Malawi will be different from the needs 
of India, will be different from the needs of Brazil 
(which is fundamentally at universal access), and 
will be different again from South Africa. So each 
country’s progress towards universal access will rely 
upon a set of different determinants and simply 


putting a blanket global target of 50%, 60%, 70% by 
a target date strikes us as not necessarily likely to 
lead us to the overall goal. Our understanding of the 
process to which we have agreed is that by June 
2006, this UNGASS High Level review, we should 
be at a position where these countries’ targets can be 
aggregated and we can see a global road map that 
would help us to identify where the blockages are in 
the system and whether it is the lack of targets that 
is impeding people from scaling up or whether it is a 
lack of technical advice or whether it is questions of 
financing. It seems to us that we need to unpick some 
of those questions to understand what it would take, 
before we go down a road of setting interim targets. 


Q34 Mr Hunt: Could I come back on that, because 
I am deeply concerned by this phrase “global targets 
can be counter-productive”. Either you think global 
targets are a good thing—which is why we had them 
at the Gleneagles Summit—or you do not think they 
are a good thing—in which case we should not have 
had that target at the Gleneagles Summit. If we have 
had that target at the Gleneagles Summit which I 
personally think and I am sure this Committee 
thinks is a huge step forward, then surely it is not too 
much to ask the world community to commit to 
intermediate steps towards achieving that target. 
Ms Gorna: Apologies for being imprecise in my 
language. When I said targets potentially being 
counter-productive I think I am referring to a simple 
numerical target, whereas the universal access 
ambition of scaling up towards universal access and 
getting as close as possible to universal access seems 
to create the context within which we can enable 
countries to identify the correct trajectory which will 
respond to the particular needs they have. 


Q35 Mr Hunt: I would not have a problem if it were 
a percentage target or a target of the number of 
people on ARVs, but I do have a problem if the 
world community (DFID, UNAIDS, WHO) is 
resisting having any kind of intermediate targets at 
all. Because, if you do that, it will be impossible to 
measure whether you are serious about it or not. I 
think it is terribly important that you do have some 
milestones, so we can see that you are serious about 
this target. On DFID’s own front would you 
consider including a target for treatment as one of 
your PSA’ targets? Because you do have PSA 
targets on poverty reduction, you do have them on 
conflict prevention, but your one PSA target that 
does mention HIV/AIDS has been watered down, so 
that you no longer talk about reducing “the 
proportion of 15—24 year old pregnant women with 
HIV from 16%” but you have taken that 16% out. 
That is again creating the worrying sense that you 
are avoiding wanting to be tied down on any firm 
commitments as to what you will actually achieve. 

Mr Boehmer: The PSA targets that we will then have 
in place will be for the next comprehensive spending 
review period. We will have two things in place 
before we get to the question of what PSA target we 
will have. One is in fact this road map that UNAIDS 
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is now developing, which hopefully will in fact give 
us an indication of what would it mean in terms of 
numbers for countries to be on track for meeting the 
universal access goal. The second one, of course, is 
our own interim evaluation of our own strategy. 
Both of those will inform the kind of PSA targets 
that we will have. At this point, without those pieces 
of information, I am reluctant to say we will have a 
PSA target that will have specific numbers, because 
I think we have to wait for those pieces of evidence. 
Let me add one piece on the question of the target: 
the G8 target very usefully said through a 
comprehensive “package of prevention, treatment 
and care with the aim as close as possible to universal 
access to treatment”. I think it is very important to 
put the universal access to treatment in the whole 
context of the package that we agreed in Gleneagles, 
and finance is a big part. The Global Steering 
Committee is quite deliberately not just a technical 
committee, it is not just a technical agency; it 
includes the recipient countries and it includes the 
donor countries because it has to be put into that 
broader framework. That is where we need to give 
the credibility that our commitment is serious, to 
those countries which we would expect to develop 
their plans, that they can in fact be ambitious. It is 
all about creating the ambition at the country level 
that then hopefully will create the momentum so 
that the commitments that we made at Gleneagles 
will be translated into real action. That is why we 
need to give the countries the ambition, the 
credibility, but also the space to define where they 
will be over the next 12 months or over the next 24 
months. We need to support that by maintaining the 
ambition, without setting ourselves targets before 
that process is completed. 


Q36 Mr Hunt: I just do not buy this idea that 
countries do not have ambitious targets or 
aspirations for treatment. I think the commitment 
that we are looking for is from the global 
community. The worry that we have, having had this 
wonderful fanfare of that incredible G8 target, is 
that you, UNAIDS, WHO, are backtracking from 
that now, and I think that would be of great concern. 
Mr Boehmer: The ambition, in terms of the 
expectation of what they want to do, no doubt is 
there. But if you look at how that ambition 
translates into the main policy vehicles (the Poverty 
Reduction Strategies, the medium-term expenditure 
frameworks), there you do not see the ambition. I 
think that is where we need to help countries to make 
that translation of the ambition into specific 
expenditures at the country level and specific targets 
at the country level real. We talked earlier about the 
connection with the IMF and the World Bank. It is 
a very big part of the story. In Malawi, where you 
have the fortunate situation where the Minister of 
Finance is a former IMF official, the IMF 
committed to making any additional donor 
resources for addressing the human resource crisis 
part of the fiscal framework without ceilings. It can 
be done. That was a big part of the conclusion of the 
Global Task Team work. Without that connection 
being created between the national AIDS plans and 


the main drivers of national plans through the 
budget processes, through the PRSs,** the ambition 
is there but the translation into action is not. 


Q37 Hugh Bayley: If you set as a target treatment 
rates, that is something you will have pretty hard 
data on because you are buying the drugs. But if you 
use as the target prevalence rates, you are dependent 
upon some measures of prevalence in the field which 
may or may not be accurate. My understanding is 
that you dropped the 16% baseline for your women’s 
health HIV target because you did not believe that 
the data establishing 16% as the baseline was 
reliable, and yet you maintained a goal of reducing 
prevalence rates amongst pregnant women. If you 
have already admitted that you have no reliable data 
to set a baseline, why on earth retain a goal when you 
have already admitted you have no reliable way of 
measuring whether you achieve it or not? 

Ms Gorna: The question of the data underpinning 
the 15—24 year old data is perhaps better directed to 
our colleagues from UNAIDS because the data on 
which we rely is the data collected by UNAIDS and 
WHO. We do participate in the global monitoring 
and evaluation reference groups which they 
convene, and part of the difficulty is that there is so 
much data collected on HIV that it is difficult to 
ensure absolute accuracy, as you say, of some of 
these baseline data in some of the areas. That has 
been the nature of the dialogue in which we have 
been engaged with them. This has also been behind 
the push for the Three Ones—as you will recall, one 
of the Ones is the monitoring and evaluation 
framework. The observation we have been hearing 
from many countries is that there is so much 
requirement for data that it is often difficult for 
countries themselves to be accountable about the 
core data that actually they think is most important 
to track. I know that this will come up next year at 
UNGASS. 


Q38 Hugh Bayley: Crudely, you are saying that you 
will be able to notice if prevalence rates reduce, but 
you may not be able to say with authority if they are 
reduced from 16% to 10%. That would be your 
short answer. 

Ms Gorna: This appears to be the problem, yes. 
Hugh Bayley: Good. 


Q39 Ann McKechin: Turning now to the TRIPS 
agreement, which has had a somewhat troublesome 
history at the WTO over the last few years and we 
are still working with a temporary agreement. A 
variety of submissions made to us from NGOs and 
other agencies complain about the fact that really 
the current WTO rules do not appear to be working. 
Médecins Sans Frontieres stated in October, “This 
week’s proposals of the TRIPS Council do not offer 
real solutions of the problems we are facing . . . This 
solution has been in place since 2003, but there is not 
a shred of evidence yet that it actually works. So far, 
the little we know is that this solution has placed 
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burdens on drug procurement and could discourage 
rather than encourage generic production.” How 
would you respond to those criticisms? 

Mr Graymore: It is true, following the agreement in 
Cancun to waive the clause that made it difficult for 
countries which do not have their own industry to 
import copies, that the process has been fraught on 
occasions. It is a very complicated agreement and 
there are a lot of different levels that need to be 
addressed. As I mentioned earlier, you have to 
change national legislation initially, so that 
individual country’s intellectual property regimes 
are compliant with the new decision and therefore 
either you are in a position where you could use it to 
import the drugs or you are in a position where you 
could respond to a request to produce drugs for 
export to send to a country that needed them, and 
you also need to change the agreement itself at the 
World Trade Organisation. In terms of the national 
legislation, there was a clear decision taken very 
soon after the decision was reached in 2003, that in 
the case of the Member States of the European 
Union it would be most useful and efficient 
ultimately to have a Community-wide regulation 
rather than individual countries changing their 
legislation one by one, and therefore a process has 
been ongoing since that time to agree that EU-wide 
regulation. It falls into an area of co-decision 
between the European Commission and the 
European Parliament and there has been a lot of 
discussion and dialogue between the two institutions 
and with Member States, of course, to come to an 
agreement. In fact, the Parliament will sit on the 30th 
of this month and that should ideally see agreement. 
Many of the issues that were outstanding have now 
been addressed, so we hope to see an agreement, 
and that means that from that point onwards 
within the EU the regulation is in force and the 
legislation is therefore effective. At the World Trade 
Organisation there are discussions about how to 
bring the temporary waiver into a permanent part of 
TRIPS. These have tended to focus on how you 
reflect the two parts of the decision within the World 
Trade Organisation TRIPS agreement. The decision 
itself in August 2003 was accompanied by a 
chairman’s statement text that clarified the decision 
and helped countries that were less than entirely 
convinced by the decision that this was a good thing. 
It enabled the decision to be reached, basically, and 
therefore was very important. That clarifying 
statement has a different legal weight to the decision 
itself: the decision itself is primary but the clarifying 
statement is important. The process that has been 
followed in the World Trade Organisation is 
therefore how you have that, and there are 
numerous arguments around the dangers of the 
second text having a greater legal weight than 
perhaps it should do or less legal weight than it 
should do and that really reflects a lot of discussion. 
It is the case that it is unclear as to when those issues 
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will be resolved at the WTO, but it is important to 
bear in mind that the agreement itself, as of 2003, is 
effective and can be acted on now, but it would 
clearly be the case that a permanent agreement— 


Q40 Ann McKechin: I think you would agree it has 
been rather weak, given the South African case 
where the US took objection about giving cheaper 
drugs for public health reasons. It was only because 
of enormous political pressure that the US dropped 
that case. Is that situation going to arise again? 

Mr Graymore: That situation is slightly different. It 
is important also to bear in mind that the reason 
for coming up with the decision in the first 
place was anticipating the impact of full TRIPS 
implementation and compliance in countries such as 
India as of this year. Under the legislation within 
India, the expert feeling is that on generic drugs that 
have been produced up until 2005 there would be no 
effect, they will continue to be produced, and 
therefore they are still available and accessible to the 
countries that have been importing them. The real 
impact will be felt from this year onwards, when 
newer drugs are patented in India and the changed 
intellectual property regime will mean that it is of 
course harder for copies to be produced in the way 
they have been up until now. I would say that, whilst 
it has been a long drawn out process, it is very 
difficult to assess whether or not it has been 
ineffective so far because the issue it seeks to address 
has really only just come into effect. From our point 
of view, it seems very clear that over the next 12 to 
18 months you are likely to see what some of the 
impacts are, as newer drugs come onto the market 
and countries perhaps are unable to purchase them 
for a variety of reasons, perhaps around price. Then 
there might be attempts to use—and we would like 
to see attempts to use—the 30 August agreement in 
that situation and see how that works. 


Q41 Ann McKechin: Could I ask what the 
Government here is doing to build the capacity of 
countries—and you have mentioned India but there 
is Brazil, China and Thailand—to be able to use 
routinely the TRIPS safeguards? Do you think they 
would be able to meet the test when the ultimate test 
is applied? 

Mr Graymore: We think the agreement should work. 
We recognise that there are complications, of 
course, around how you deal with compulsory 
licensing. It is an important area to get right and 
therefore we do think it is very important to review 
and ensure that we are aware of how effective it has 
been. Through our financial programmes and other 
multinational organisations such as the World Bank 
and others, we are working to identify some of the 
capacity building that can be put in place to help 
individual countries to be better able to use TRIPS 
flexibilities—and that, it should be borne in mind, 
includes assessing current legislation which often is 
not TRIPS compliant in the first place and often has 
hurdles greater than TRIPS, not necessarily because 
of the TRIPS plus issues that were mentioned before 
but just because it is very old legislation. So part of 
the issue is about assessing current legislation and 
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ensuring that is TRIPS compliant and then helping 
to build the capacity with other donors and other 
multinational organisations so that countries can 
use it. 


Q42 Richard Burden: Could I move on to the issue 
of fixed-dose combinations. There seems to be pretty 
much a consensus that, to be as successful as 
possible, combining- different treatments in one 
capsule prevents the pills being separated, lost or 
whatever. But there is some concern according to 
Médecins Sans Frontiéres that: “Patent rules may 
also hamper the development of fixed-dose 
combinations—the three-in-one pills that have 
helped simplify patients’ lives... Although these 
pills are currently what approximately 70% of all 
MSF’s patients take as first-line treatment, patent 
rules in India will make such combinations difficult 
if not impossible to produce in the future.” On the 
specific case of fixed-dose combinations, what is our 
Government doing to try to make sure the WTO 
finds a way through that? 

Mr Graymore: This does relate to the previous 
answer, in terms of making sure we have the right 
sort of global intellectual property regime that has 
certain flexibilities to enable countries to respond to 
situations where patented versions of drugs may be 
deemed too expensive. It is a big issue—and clearly 
fixed-dose combinations are very important. There 
are a number of fixed-dose combinations, as you say 
through the Médecins Sans Frontieres research, that 
are available currently. As I said before, those will 
not become unavailable under the changes in the 
Indian legislation; it will be issues around currently 
[as of 2005] or newly patented drugs where the issue 
will be. There are a number of ways. As I say, 
potentially under compulsory licensing will.be ways 
of looking at how one could use medicines that are 
currently patented and bring them into fixed-dose 
combinations, but there are also activities by global 
pharmaceutical companies increasingly to look at 
how they can work to produce fixed-dose 
combinations of currently patented drugs as well. 
We continue to work very closely with the 
pharmaceutical industry to see how we can 
progress that. 


Q43 Mr Singh: We have thankfully seen huge 
increases in the budgets to do with HIV/AIDS and 
malaria, a lot of it from the US and a lot of it from 
ourselves and Europe. But I still have read 
somewhere that we might be facing an $18 billion 
shortfall in that funding. Given what Professor 
Barnett says, that we have something like a 10-year 
window of opportunity before we might face 
problems of acquired resistance, what more do we 
have to do to get the extra funds in place? 
Secondly—and I raised this issue with the earlier 
panel—we do hear from time to time that the World 
Bank and IMF are putting problems in the way of 
developing countries developing their healthcare 
sector and these are usually fiscal restraints. Have 
you come across that? If so, how are you relating 
with the World Bank and IMF over these issues? 


Ms Gorna: The $18 billion figure came from 
UNAIDS. It was based on some work that they were 
doing and that was spotlighted around the time of 
the meeting that the UK hosted at the beginning of 
the year under the G8 Presidency Making the Money 
Work. One of the reasons that we focused on that 
aspect of Making the Money Work was because we 
were hearing reports from countries, and indeed 
from donors, that, since the massive scaling up of 
resources for AIDS in the last couple of years, not all 
countries were finding it easy to use the donor money 
that was coming to them. It seemed to us that one of 
the prior questions should be how the money can 
reach people who need it. The Three Ones agreement 
that was made in April 2004 was the first stage of 
that really, trying to support and enable countries to 
take control of their own responses and to make sure 
that donors fell behind country leadership rather 
than the other way round. In the work that was 
stimulated through the Making the Money Work 
process this year, the Global Task Team to which we 
have referred has been very much about supporting 
countries to use the money coming to them to make 
sure the international system and donors are 
supporting what countries need to do. I think it is 
disturbing to hear from some, anecdotes of money 
being blocked in finance budgets and not getting 
onto programmes. We have been trying to tackle 
two sides of the coin. The first is getting money that 
is already flowing to flow to the people and 
programmes that need it, and the second is looking 
at making sure more money is available so that 
programmes can scale up to universal access. In 
terms of that, the second side of what we have been 
doing this year is obviously engaging in the question 
of increased resource flows. You will be aware that 
in September we hosted the Global Fund 
Replenishment Conference and $3.7 billion was 
pledged at that time, which is a massive increase in 
the Global Fund’s overall financing. There is still a 
long way to go, but it seems to us that we have to 
have a double approach here of making sure that the 
money that is already there is getting used, and that 
will, we believe, unlock the future commitments that 
have been made, as you say, by the UK and by the 
US and other major donors. In terms of the Bank 
and IMF ... 

Mr Boehmer: As you said before, if you put this 
question to the IMF, the IMF says, “We do not 
impose sector ceilings.” The way the IMF looks at it, 
the question is: How do you finance your 
expenditures? If you want to engage in a long-term 
commitment on financing, such as hiring more 
health workers, the IMF will say: “Then you ought 
to rely on financing that is reasonably predictable 
over the medium-term, such as domestic tax 
revenues or others.” If you have donor financing 
that is perhaps available for a year or two and the 
donors are highly variable in the way that indicated 
commitments materialise, then the IMF says, “You 
are exposing yourself to a very, very significant fiscal 
risk and, therefore, our advice, prudent advice, 
would be to have a fiscal framework that does not 
expose you to that risk. Do not increase your 
expenditures on human resources if you do not have 
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the predictable finance.” In response to that 
problem, two years ago the High Level Forum on 
Health (a high level interaction of finance ministers 
and health ministers, including the IMF and the 
World Bank) was started to address this issue. It is 
very much on: How can we increase the 
predictability of funding from the multilaterals and 
the bilaterals and give longer-term indications? The 
way we have responded on the UK side to that is 
that, for example, we have now given a 10-year 
indication of budget support frameworks for 
Tanzania, and in Malawi we have now this five-year 
funding commitment, going well beyond what we 
would normally have under our three-year spending 
cycle, and we are trying to push this further in 
countries where we think the environment is right 
that one can in fact give these long-term 
commitments. But I should caution that a little bit. 
We are in the privileged situation here: we do not 
have to look for annual allocations country by 
country that are authorised by Parliament; we have 
the ability under the International Development Act 
to use the resources to give those longer-term 
commitments. Many other countries do not have 
that. The US Congress has to approve almost every 
line item every year annually; it is very difficult for 
the Americans to give the same kind of commitment. 
But at least where we can make those commitments, 
we can do it, and then you are matching long-term 
funding indications with long-term expenditures. In 
the case of Malawi, the essential step to making the 
top-up of salaries for the health workers a reality was 
that we said, “Yes, if no other donors come in, you 
can use our money for the next five years to pay for 
this top-up.” Of course we hope that other donors 
will come in as well, so that they do not have to use 
all of that money, but without that five-year 
commitment at least they would not have done it. 


Q44 Mr Singh: I do want to understand this. You are 
therefore saying that, where long-term programmes 
for paying for health workers, primarily, cannot be 
put in place, the IMF can say to a country receiving 
this aid, “You cannot implement the programme 
fully because we will not allow you to employ 
further staff?” 

Mr Boehmer: The IMF looks at how sustainable and 
credible a fiscal programme this is and they need to 
provide advice to their board. 


Q45 Mr Singh: The point I am making is: Can they, 
because of their fiscal demands, stop health care 
being delivered in an effective manner in these 
countries— 

Mr Boehmer: They can say, “You will not have the 
IMF support.” 


Q46 Mr Singh: What does that mean? What are the 
Mr Boehmer: Donors do not have the fiscal capacity 
to assess: “Is this a sound fiscal framework or not?” 
But they do provide budget support or other support 
through the national budget. If the IMF says, “We 


do not advise that this is a sound fiscal framework,” 
many donors would shy away from putting their 
money into the budget. 


Q47 Mr Singh: That is very clear. 

Mr Boehmer: And the same thing if the IMF puts 
funding in itself: of course it can say, “We will not 
ourselves fund it.” 


Q48 Hugh Bayley: Is the IMF wrong to see this as 
revenue expenditure rather than: investment in 
future productive capacity? 

Mr Boehmer: I do not think the distinction is current 
expenditure versus future investment. I think the 
question really is one of matching up the 
commitment on expenditure that you have with the 
commitment on financing that you have. That is 
more the question. We have really moved slightly 
beyond the distinction: Is something an investment 
or recurrent? Because there is the recognition that in 
fact you need to increase the recurrent expenditures, 
and, therefore, even at the World Bank side there is 
no longer just a traditional approach, where 
basically the assumption is that recurrent 
expenditures need to be financed by the country’s 
resources themselves, donors come in to pick up the 
investment side. Through budget support, certainly, 
increased recurrent expenditures, but also now 
through investment programmes there can be 
increased recurrent cost financing. 


Q49 Joan Ruddock: I would like to turn to the issue 
of user fees. We had a very interesting discussion in 
the previous session. Tom Ellman was very clear 
that, unless the access to HIV/AIDS treatment is free 
at the point of service delivery, it will not be possible 
to meet the universal target for treatment by 2010— 
and I have to say I think his argument was very 
persuasive. Where does DFID stand on this? 

Mr Boehmer: On user fees more generally, we have 
recently brought out a statement, which is included 
in the package of papers, on how we intend to 
translate the commitments that we made at 
Gleneagles into action that the Chancellor recently 
launched. Our view on user fees more generally is 
that in low income countries we are opposed to 
official user fees and advocate the “free at point of 
service”. We do not dictate economic policies to 
countries, so, in some sense, we will not go in and 
say, “Unless you do that, we will withdraw our 
funding.” I think that would be quite contrary to our 
general approach on conditionality. But we do 
certainly advocate that view in low income countries 
because, on balance, it is a barrier of access that is 
particular to the lowest income groups. Exemption 
schemes have a very poor track record. Often they 
do not work. You will find examples where they 
work, but often they do not work and most of the 
time they do not work. There are differentiations 
across countries. In Africa that view is one that is 
very workable, that you simply, on balance, must 
provide those services at the point of delivery for 
free. In Asia you have a much stronger involvement 
of private sector health delivery and a much stronger 
industry in place. Again, on the official fees, our view 
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is that in low income settings it ought to be free at 
point of service, but we would very much want to 
work with countries to see how we can make this 
possible. This gets us back to the question of finance. 
In a lot of countries (for example, in Zambia now) 
there is consideration given to: Can you eliminate 
user fees on health?—and that would include, of 
course, treatment on AIDS. The question comes 
back to one of finance: Will we have the financial 
resources to do this?—and it is tied up with the 
previous question, that this will be a long-term 
commitment on loss of revenue. Our view is that the 
loss of revenue involved is relatively small. The 
much bigger issue is that you will have a much 
stronger demand for services and therefore the 
ability to respond to that demand for services must 
be enhanced, so it must go hand in hand with a very 
significant increase in national health budgets, in 
donor resources available to finance this—which 
again gets us back to translating this overall 
commitment that we had in Gleneagles about: We 
do need that extra $50 billion annually by 2010— 
that it actually materialises and then allows 
countries to pursue exactly these kinds of policies so 
that they can eliminate the barriers to access. 


Q50 Joan Ruddock: We heard that the UNAIDS 
position was slightly different, and you have made a 
precise distinction between Africa, low income 
countries and the rest. Is there really a need for 
perhaps DFID to work with UNAIDS, with WHO 
and to issue some kind of principled international 
statement about the need for free access? 

Mr Boehmer: Through WHO certainly those 
statements are being developed. The distinction 
between UNAIDS and us, I would say, is that it is 
easy for us to say: “As a matter of principle this is 
what we would like to support.” We would not go in 
to a country without further examination and say, 
“Tomorrow we would advocate removing those 
fees.” There has to be a process to go through 
regarding how we do this: If there is some loss of 
revenue, how do we compensate for the loss of 
revenue and how do we deal with the broader 
question? With the World Bank we have certainly 
had that discussion. In principle the World Bank 
agrees with the approach: Let us put this question to 
countries and work it through. But I have to admit 
there is a difference between having principled 
discussions and actually doing this in practice in- 
country, where quite often the social insurance 
schemes are still given preference than other schemes 
being advertised, and grave concern expressed about 
the loss of revenue when the World Bank is 
concerned that their donors will not come forward 
with the additional revenue. 


Q51 Joan Ruddock: But an international policy 
statement might have quite an effect because it 
focuses people on saying: “How much is being lost 
and how do you make it up?” 

Mr Boehmer: Yes. | believe at WHO—and I am not 
100% certain on this—there is a resolution that 
basically endorses free basic services. Of course that 
is not necessarily then binding on an organisation 


such as the World Bank, so one needs to have a 
separate dialogue. But we certainly think it is a 
useful statement. We think it was useful for us to 
have brought out the statement. The hard part is 
translating it into practice. I do not believe the 
World Bank has a statement to the contrary; it 
simply has a country-by-country approach that then 
quite often varies. 


Q52 Joan Ruddock: Perhaps you may do more work 
on this? 
Mr Boehmer: We will. 


Q53 John Battle: Listening to the whole of the 
discussion this morning, the discussion on targets, 
some discussion on budgets, it worries me that Iam 
left thinking we are miles behind and the game has 
moved on. Perhaps we do not pay enough attention 
to biology and the biosciences. I was kind of 
distracted by thinking that maybe viruses have 
understood Darwin (whose 150 years anniversary it 
is) but we have not read Darwin, so that what is 
happening is the viruses are already resistant to the 
first line AR V therapies that we are discussing. In the 
modern world we have moved on to second-line 
therapies, but generic copies of these are not 
available in the developing world. I heard a figure 
somewhere—and I would have to check it in the 
record—of $22 billion needed by 2008 to tackle the 
problem, and I am left wondering: If the second-line 
therapies are four to 10 times more expensive than 
ARV, what is the strategy now to get into the game, 
never mind ahead of it? 

Mr Graymore: | think this is an important issue. I 
think it is also worth pointing out, in terms of rolling 
out access to ARVs in most low income and middle 
income countries, that it is still currently the case 
that first-line AR Vs will be necessary and useful, and 
available, indeed. It is important to bear that in 
mind. But, yes, of course resistance develops and it 
will be vital between now and 2010, as we really scale 
up efforts to get as close as possible to universal 
access, that second-line ARVs are affordable in this 
context. They are—and you have mentioned the 
figures: four to 10 times—significantly more 
expensive currently than first-line ARVs. Being 
newer, they are on the whole still under patent, 
whereas a lot of first-line ARVs are not. In terms of 
what is the strategy, it is worth looking at what 
caused the first-line ARVs to drop from such a high 
price of over $10,000 back in 2000 to now as low as 
$150 for a typical triple-combination therapy and 
those factors were, variously: a significant increase 
in financing, buying drugs, actually building a 
market; generic competition; and, individual offers 
by pharmaceutical companies for a variety of 
reasons: partly in response to generic competition 
and partly for other drivers in their developed 
country markets as well. Those sorts of factors will 
have to play a part in bringing down the price of 
second-line ARVs as well. As I say, we are working 
very closely with the pharmaceutical industry, 
talking to them about the sort of offers they might 
have around second-line ARVs, as are others. There 
is a lot of discussion and activity in that area. There 
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is, of course, as we have heard, a significant increase 
in financing that will also affect it. We are going to 
see a situation where the issues we discussed earlier 
in TRIPS and new provisions will be tested as well— 
and that is right and proper. Where there is a 
situation where countries are unable to afford 
second-line ARVs for a variety of reasons, that will 
be one of their options: either they will have their 
own industry and they will be in a position to issue 
a compulsory licence or the threats to do so might 
lead to reduced prices anyway but they might do it 
themselves, or they will be a country that does not 
have their own industry which will use the 30 August 
decision. In many respects, the sooner that decision 
is used, the easier it will be to assess its effectiveness 
and utility. I think those factors will have to be part 
of the strategy. 


Q54 John Battle: It was not without incredible 
pressure from multifaceted directions we got the 
price down. It did not just happen by market forces. 
I wonder whether there is, if I may put it in these 
terms, in the most generic sense the political pressure 
to get to second line or are you just hoping there will 
be a replica of first line and it will somehow reach 
and trickle down eventually? 

Mr Graymore: No, it is not a situation of hoping at 
all. As I have said, there is a great deal of political 
commitment to identifying the hurdles and barriers 
around the overall target and we have identified 
access to second-line AR Vs and the prices thereof as 
one of the issues that needs to be addressed. We have 
already been talking to some pharmaceutical 
companies about it as an issue and with others and 
we will continue to work, including through the 
Global Steering Committee and our co-sponsors of 
UNAIDS, to ensure that the international response 
takes account of this as an issue and seeks to put in 
place the necessary plans. 

John Battle: Thank you. 


Q55 John Barrett: The direction of US policy in the 
battle against HIV/AIDS is key, the US being the 
biggest donor. I wonder if you could comment on 
two aspects that we have detected in the evidence we 
have gathered. One is a move towards bilateral 
mechanisms through PEPFAR. Although there has 
been a major increase in the US funding of the 
Global Fund, we detected an enthusiasm for 
bilateral arrangements, and also we detected, in 
greater or lesser degrees, an increase in the moralistic 
message from the US, particularly on abstinence and 
again related to the PEPFAR fund. I wonder if you 
could comment on that drive towards basically the 
US going it alone and setting up bilateral 
arrangements and saying, “This is our moral stand 
on the issue and this is the way we are going to go.” 
Mr Boehmer: Perhaps I can do the bilateral question 
and then Robin can do the moral one. On the 
bilateral question, it is true that the US has a quite 
different view on how best to support countries from 
most of the Europeans and certainly the UK. We 
believe that the best way to support a country is to 
strengthen the country’s ability to tackle its own 
issues and therefore strengthen the national system 


set up to do so. The US is often rather sceptical of 
the public sector and prefers approaches that give it 
the flexibility to have targeted interventions where 
the US can account for its own money and report 
back to Congress. Earlier I believe it was you who 
said that PEPFAR in fact does set very specific 
targets. PEPFAR must commit, to get funding, to 
demonstrate that a certain number of individuals 
have been put on treatment with PEPFAR money. 
That of course means they are very reluctant to have 
PEPFAR money being put into systems where you 
can no longer separate out whether the money is 
PEPFAR or international resources. We think that 
is not the most helpful way of achieving progress in 
a country because you do undermine the country’s 
own ability to tackle these issues. It has not really 
changed so much: the US was never quite a strong 
friend of going through multilateral channels or 
going through budget support channels. On the 
Global Fund side, the US is very strong, because it 
does believe that in fact the Global Fund targets 
these three specific issues, AIDS, TB and malaria, 
and it has a very strong monitoring framework in 
place and a results framework in place. But it then 
also, in the first instance, has the US approach of not 
being a very good player in-country in collaboration 
with the national systems. The Global Fund, I would 
say, struggles with this question of: Do we become 
so that the US will continue to see us as an attractive 
recipient of funds that is consistent with the US view 
on funding? Or do we become what we think would 
be in fact a more effective approach in many 
countries—and these are countries where you do 
have strong governments where you do have strong 
national systems—where the Fund ought to be a 
supportive player, supporting national programmes 
rather than separate programmes? | think in the end 
the likelihood that we will influence the US on its 
broad thinking is relatively slim, but we can all 
support national programmes through different 
mechanisms of funding. If the US wants to support 
a slice through a traditional project, that is fine as 
long as that slice is part of what the government 
knows is an overall programme. So it goes a little bit 
backwards, making sure that governments in fact 
take ownership of everything that goes on in their 
countries, determine their own policies, and then 
make sure that the donor funding comes in to 
support it. And there is great willingness at the 
country level certainly, even amongst PEPFAR, to 
do just that, because it is not inconsistent with their 
thinking. It gets a little bit over to the moral question 
of then who sets these kinds of policies that dictate 
how we deal with prevention. 

Ms Gorna: We do have a very lively dialogue with 
the US and we are very aware of the work that they 
are doing. Obviously, as we are the two largest 
bilateral donors on AIDS, it is very important that 
we maintain that conversation. You may be aware 
that in 2003 we set up a US/UK task force on AIDS 
focused on five countries where we both have strong 
bilateral programmes and that is one of many 
mechanisms and opportunities whereby we look at 
the extent to which we are both able in 
complementary ways to support governments to do 
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the right work. I think it is very important to note 
that the US played a key role in the Three Ones 
agreement which does stress country ownership and 
I think that provides a context whereby we can work 
closely with the US. I think Dr Dhaliwal said earlier 
that the situation is quite complex with PEPFAR. 
There are the global policies that are spoken about 
with PEPFAR and then there is the country reality, 
and certainly the experience we have, both in our 
headquarters’ conversations and also in what we see 
at country level, the fear that many have about the 
moral messages and the reality in-country is not 
always as linear as it might be presented. That said, 
we are always obviously concerned about any 
situation where evidence-based policy has not been 
put into place. I think the Secretary of State has said 
on many occasions that we take a different view from 
the US on many matters concerning prevention, 
whether that is about support for sexual and 
reproductive health and rights, whether that is the 
extent to which the UK will get behind harm 
reduction programming, condoms and so forth. 
There is no secret about the fact that we have a very 
different approach on HIV prevention from the US 
Government’s stated approach, but, again, as Mr 
Plumley mentioned earlier, we did work closely with 
UNAIDS on the agreement of the intensifying 
prevention policy statement that came out in June 
and the US did sign on to the whole of that 
document, which is a _ progressive document 
emphasising evidence-based policy. I think it is a 
complex situation where clearly the US, as we have 
mentioned earlier in this discussion, has a very high 
level of scrutiny on the detail of its programming 
which is very different from the UK experience, and 
I think that is part of what leads to some of the 
messaging. At country level we are trying to look at 
what the impact is on the ground. We have already 
done one survey of country programmes, trying to 
understand whether their PEPFAR central policies 
are impacting on the country’s ability to deliver 
effective programming, and we are going to keep 


that under close review because we think it is 
tremendously important that countries are able to 
take forward the right policies that they need to do. 
That is where the international system comes into 
play as being extremely important in supporting 
countries and providing that policy guidance and 
evidence, and the UK is clear about wishing to get 
behind what countries want to do themselves. 
Hugh Bayley: If it is helpful, I think this Committee 
will want to keep it under review as well and perhaps 
we should do some more study about non-linear 
policy implementation. 


Q56 Mr Singh: This question might be more 
pertinent for the Home Office or the Department of 
Health. I would like to know what the DFID 
attitude to these issues are and whether you have 
made any representations to those other 
departments. First, is it right to refuse treatment to 
asylum seekers who suffer from HIV/AIDS? 
Secondly, is it right to deport failed asylum seekers 
who suffer from HIV/AIDS to countries and areas 
especially where no treatment is available? Thirdly, 
given the likely colour of the people these policies are 
going to affect, are these policies in any shape or 
form racist? 

Ms Gorna: | do think, as you suggest, that this is 
something we ought to take up with our colleagues. 
As I mentioned earlier, I think this is something we 
will place on the agenda of our next cross-Whitehall 
group meeting because I do not feel comfortable 
answering it without talking to our colleagues in 
advance. 

Hugh Bayley: Could I thank all three witnesses for 
explaining so carefully the Government’s policy. It is 
something we value. Might I also say as a comment 
that I find it reassuring when officials listen to what 
we are saying and say they will take some of the 
points we have made back to discuss more broadly 
in government. It gives us reassurance that this 
Committee is doing the job that we think it ought to 
be doing. Thank you for that. 
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Memorandum submitted by the Department for International Development 


SUMMARY 


The global response to AIDS—and the UK’s role in supporting this—has developed rapidly over the last 
five years moving from global advocacy to building strong political commitment and securing substantial 
financing, including new instruments like GFATM (the Global Fund to fight AIDS, TB and Malaria). In 
the past two years, energy has turned to addressing the impact of these enhanced efforts, agreeing the “Three 
Ones” principles to enhance greater donor harmonisation and alignment with country priorities to make the 
money work more effectively. The UK has made AIDS a centrepiece of the 2005 G8 and EU Presidencies, 
emphasising the importance of securing “more aid and better aid” for AIDS, combined with strong policies 
on scaling up towards universal access to AIDS treatment, and maintaining momentum on HIV prevention. 
As we move into 2006, there is a clear global priority to move from commitment, targets and money to a 
strong emphasis on delivering better AIDS services to poor people. Accountability for action will be 
highlighted in June 2006 when the High Level UNGASS meeting reviews achievements against the targets 
set in the 2001 Declaration of Commitment on AIDS, and the new goals set at this year’s G8 summit in 
Gleneagles and the subsequent Millennium Review Summit. 


Until recently ARV provision for poor people was seen as largely unworkable. Prohibitively expensive 
medicines, weak health services, and limited resources and attention for AIDS meant that the 2001 
UNGASS Declaration of Commitment on HIV/AIDS gave a very basic indication of intent, “...in an 
urgent manner make every effort to provide progressively and in a sustainable manner, the highest attainable 
standard of treatment for HIV/AIDS... ”. Less than five years on, global commitments have shifted 
dramatically. Following substantial reductions in the cost of ARVs, significantly increased financing, 
evidence on the effectiveness of treatment for poor people, and the role of treatment in supporting 
prevention, UNAIDS and WHO launched the “3 by 5” initiative in September 2003. The then Minister of 
State for International Development, immediately pledged the UK’s support to meet this goal. Building on 
this commitment, in 2005 the UK government mobilised international attention and secured global 
agreement (through the G8 summit at Gleneagles and the UN Millennium Review Summit) to work towards 
as close as possible to universal access to treatment by 2010. The UK has accepted UNAIDS’ invitation to 
co-chair the Global Steering Committee on Scaling Up Towards Universal Access, and will use this 
opportunity to ensure that real action follows this ambitious agreement. 


The UK now plays a substantial role in global efforts to tackle AIDS. As the second largest bilateral donor 
on AIDS (and providing one of the highest proportions of GNI to AIDS) the UK is committed both to 
securing greater financing for AIDS, and to ensuring that the money is used efficiently to secure high quality 
AIDS programmes benefiting as many poor people as possible. The UK’s approach to AIDS in general— 
and ARV provision in particular—has a number of strands. The UK engages in policy dialogue at global 
and country levels to promote effective action. UK finances are directed both through multilateral channels 
(GFATM, World Bank, the UN family) and through direct bilateral assistance. Much of the UK’s bilateral 
assistance—especially in Africa—is provided through Poverty Reduction Budget Support (PRBS) and 
Sector Wide Approaches (SWAps). Some AIDS-specific programming is also supported, and the UK is 
making some strategic long-term investments (eg in research and development). This means that in terms 
of ARV provision, the UK’s action cannot be wholly disaggregated from broader global efforts which the 
UK supports and influences. By placing AIDS at the centre of the 2005 G8 and EU Presidencies, the UK 
has helped achieve new international commitments, focused on AIDS treatment (G8/MRS Commitments), 
and improved the broader environment within which AIDS services are provided (the GTT, the wider 
commitments to increase aid flows to Africa). Balancing action on specific AIDS issues with action to tackle 
poverty is fundamental to the UK’s approach. 


ADDRESSING THE HIV/AIDS PANDEMIC: WHAT ARE THE PRIORITIES IN 2006? 


1. The global response to AIDS—and the UK’s role in supporting this—has developed rapidly over the 
last five years moving from global advocacy to building strong political commitment and securing 
substantial financing, including new instruments like GFATM (the Global Fund to fight AIDS, TB and 
Malaria). In the past two years, energy has turned to addressing the impact of these enhanced efforts, 
agreeing the “Three Ones” principles to enhance greater donor harmonisation and alignment with country 
priorities to make the money work more effectively. The UK has made AIDS a centrepiece of the 2005 G8 
and EU Presidencies, emphasising the importance of securing “more aid and better aid” for AIDS, 
combined with strong policies on scaling up towards universal access to AIDS treatment, and maintaining 
HIV prevention momentum. As we move into 2006, there is a clear global priority to move from 
commitment, targets and money to a strong emphasis on delivering AIDS effective services to poor people. 
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Accountability for action will be highlighted in June 2006 when the High Level UNGASS meeting reviews 
achievements against the targets set in the 2001 Declaration of Commitment on AIDS, and the new goals 
set at this year’s G8 summit in Gleneagles and the subsequent Millennium Review Summit. 


Progress on Achieving Target 7 within the Sixth MDG 


2. Assessing progress on the Sixth MDG on AIDS is hampered by the fact that the MDG target to halt 
and reverse the spread of HIV and AIDS is rather broad, and there is insufficient data. In line with the 
commitments in Taking Action, to play an active role in the monitoring and evaluation activities of the 
international community to measure the impact of our combined response to AIDS, the UK is participating 
in the UNAIDS-convened “Monitoring and Evaluation Reference Group” (MERG) which seeks to develop 
multilateral solutions to address problems related to inadequate data. 


3. The steps needed to reach this MDG are elucidated inthe UNGASS (UN General Assembly Special 
Session) Declaration of Commitment on AIDS, agreed in 2001. Achievements against this road map will be 
reviewed at the High Level meeting in June 2006. An interim review was held in 2003, and at this time the 
UN Secretary General noted that the world appears to be off-track. 


4. According to UNAIDS, every day an estimated 14,000 people are newly infected with HIV. The total 
number of people living with HIV is estimated at 39.4 million, with an estimated 4.9 million people newly 
infected with HIV in 2004. The total number of AIDS deaths in 2004 was an estimated 3.1 million. Women 
and young people are disproportionately affected—76% of young people with HIV are female. 


5. In sub-Saharan Africa women and girls make up 60% of all people infected. And in 2004, there were 
3.1 million new infections across sub Saharan Africa with 2.3 million deaths. Yet while the picture across 
Africa is sobering, there are pockets of hope. In some parts of East Africa there are suggestions of modest 
declines in prevalence among pregnant women in urban areas. In West and Central Africa there is little 
evidence of changes in prevalence levels, which have stayed steady at 5% or lower. National prevalence 
statistics, though, can hide much higher levels of infection in particular provinces, states or districts. While 
HIV prevalence measured at antenatal clinics has edged lower in parts of some countries and in specific age 
groups, there is no sign yet of an overall, national decline in Southern Africa. In South Africa, HIV 
prevalence rates continue to rise. 


6. DFID has identified 16 countries in Africa within its Public Service Agreement (PSA). All have 
generalised epidemics—ie HIV prevalence greater than 1°%—ranging from 2.1% in Sudan through to 21.5% 
in South Africa and 28% in Lesotho. In Mozambique, current projections indicate that by 2010 almost one 
fifth of adults will be infected with HIV, and if current trends continue, AIDS will cause a drop in life 
expectancy to 36.5 years by 2010 (from a previously anticipated “high” of 50.3 years). 


7. In Asia the only PSA country with falling rates of both new infections and overall numbers of people 
infected with HIV is Cambodia. Prevalence rates confirm a generalised epidemic. Six states in India have 
official prevalence rates over 1%, and the number of high prevalence districts within states doubled between 
2003 and 2004. The overall prevalence rate in India is 0.9%. Elsewhere in Asia national HIV prevalence rates 
remain below 1%, but there are increasing rates of infection in vulnerable groups and/or geographic spread 
of HIV in Pakistan, Nepal, Bangladesh and Indonesia and Vietnam. New data from China will be available 
in December 2005. 


8. After Africa, the Caribbean is the most affected region, where five countries have national HIV 
prevalence rates exceeding 2%. In many places the epidemic is concentrated among sex workers. Yet there 
is also an increasing impact on the general population, especially in Haiti, where prevalence is around 5.6%. 
Cuba has been an exception in this region, with very low HIV prevalence. Universal free access to AIDS 
treatment has kept the number of cases and deaths very low. 


9. In Latin America Brazil accounts for more than one third of people with HIV. HIV in Argentina 
remains concentrated largely in urban areas. 65% of HIV infections are estimated to occur in Buenos Aires 
and its surrounding areas. In the Andean region HIV has been concentrated among sex workers, their clients 
and men who have sex with men. In Central America among those with HIV men outnumber women by 
roughly 3:1 in most countries. Mexico’s prevalence in the adult population has remained under 1%, but 
overall heterosexual transmission of HIV has increased in recent years. 


10. In Eastern Europe and Central Asia the Russian Federation is home to the largest epidemic, and the 
Ukraine is experiencing a surge of reported infections. Several Central Asian and Caucasian republics have 
entered the early stages of the epidemic. In most of the countries HIV is spreading rapidly among injecting 
drug users. 


The Delivery of ARVs in Resource Poor Settings 


11. With the current global push to secure as close as possible to universal access to AIDS treatment in 
poor countries, it is easy to lose sight of the fact that it is just two years since the ambitious “3 by 5” target— 
to get 50% of poor people on treatment—was proposed by WHO and UNAIDS. Prior to that, the very real 
challenges and costs of delivering Antiretrovirals (ARVs) to people in resource poor settings were seen as 
substantially outweighing the arguments, from a human rights perspective, of scaling up access to treatment. 
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12. Provision of ARVs is highly complex in resource poor settings. Without broader attention to the 
wider context, including strengthening weak health care systems, ARV provision is not feasible. There are 
very real fears that ARV programmes will not be sustainable (yet sustainability is essential if people are to 
benefit from life-long treatment for a chronic condition) and parallel concerns that a firm emphasis on AIDS 
treatments could detract from other essential services (eg maternal health). 


13. DFID published its Treatment and Care Policy in 2004 (at the time of “Taking Action”, the UK 
Government Strategy on tackling HIV and AIDS in Developing Countries). The Policy identifies a broad 
range of interventions required to provide AIDS treatment and care services, including education and 
awareness campaigns; community mobilisation and treatment literacy; greater access to testing services, in 
particular voluntary counselling and testing (VCT); support for people with HIV; campaigns to tackle 
stigma and discrimination; prevention and treatment of opportunistic and sexually transmitted infections; 
strengthening human resources and wider systems issues; securing high quality, affordable ARVs, and 
essential laboratory and clinical backup; systems of drug management and procurement; palliative and 
home-based care. 


14. The UK approach recognises that treatment and care services cannot be divorced from 
comprehensive multi-sectoral AIDS programmes, embedded in poverty-reduction strategies and wider 
development processes. Harmonisation among donors, and efforts to ensure that programmes are fully 
aligned with country ownership and priorities (in line with the Three Ones principles)! are essential. Once 
implemented, the recommendations of the Global Task Team on Improving AIDS Coordination Among 
Multilateral Institutions and International Donors should secure long-term sustainable country-led 
programmes, properly supported by the international system. These concerns are reflected in the G8 and 
MRS statements which recognise that efforts to get as close as possible to universal access to AIDS treatment 
will only be feasible if embedded in the Three Ones principles, and if countries develop and implement a 
comprehensive package of care, treatment and prevention initiatives. Delivering all of this in resource poor 
settings is extremely difficult. 


Gaps in Treatment: Children and Other Vulnerable Groups 


15. The UK’s approach to AIDS is founded in DFID’s overarching commitment to poverty 
eradication—an ambition which the AIDS pandemic endangers. In this context the UK has consistently 
pushed to ensure that the needs of the poor, vulnerable groups, women and children are prioritised in respect 
of service provision. Yet there is very limited data on equity in ARV provision and few countries have 
disaggregated systems for tracking ARV provision in rural settings, among sub-populations, women, 
children etc. 


16. Ensuring ARV provision for the most vulnerable is a substantial challenge. AIDS treatment scale up 
has been slowest in countries where there is major conflict or political instability, and where HIV is 
concentrated among injecting drug users and sex workers. There are substantial problems with securing 
continuity of treatment for prisoners, refugees and internally displaced people. 


17. There has been widespread concern that women will not have equitable access to treatment due to 
cultural attitudes giving men priority over women despite the greater impact of HIV on women. Of the 
limited disaggregated data available, evidence suggests that there are not wide disparities. In sub-Saharan 
Africa, almost 60% of adults on treatment are women, reflecting an equitable distribution in line with known 
epidemiology. It is thought that women may in fact be over-represented as maternal health clinics may be 
a convenient venue for ARV provision. However, there are concerns about the ability to stay on treatment— 
and therefore to realise the consequent real benefit—as compared to enrolment (eg women and girls may 
enrol on treatment during pregnancy, but ongoing adherence rates, eg post-partum, are rarely monitored). 


18. Globally, access to treatment for children is low, despite the fact that—in the absence of treatment— 
50% of children with HIV will die before their second birthday. In Mozambique and Malawi, for example, 
5% and 7% of those on treatment are children, whereas equitable access would require coverage of 
approximately 13%. Effective AIDS treatment is more than just ARVs. A DFID-supported trial in Zambia 
found that providing the cheap antibiotic cotrimoxazole to children with HIV reduced mortality by as much 
as 43%. Yet there is no adequate data on current provision, and certainly no evidence to suggest that the 
four million children currently in need of cotrimoxazole prophylaxis, and the 660,000 in need of ARVs 
have access. 


Prevention and Treatment: Achieving a Balance 


19. Globally, less than one person in five has access to basic HIV prevention services. This “prevention 
gap” is fuelling the spread of HIV. Access to evidence based, effective HIV prevention information services 
and supplies has never been more important. This is why one of the key themes DFID has adopted for 2005 
is “Maintaining HIV Prevention Momentum”. This approach reflects the fact that as global attention shines 


' The Three Ones Principles are one agreed AIDS Action Framework for each country that drives alignment of all partners, 
one national AIDS authority, with a broad-based multi-sectoral mandate and one agreed country-level monitoring and 
evaluation system. 
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a spotlight on efforts to increase ARV provision, it is vital to support countries in maintaining properly 
balanced, comprehensive AIDS programming, not distorted by false dichotomies, or simplistic cost-benefit 
analyses between “treatment” and “prevention”. Countries, communities and individuals demand a more 
nuanced approach which recognises the inter-connectedness of services. 


20. “Taking Action” emphasises the need for comprehensive evidence based prevention strategies, 
embedded in broader social, education and health systems, integrated with sexual and reproductive health 
services and grounded in rights-based approaches which confront gender inequality, stigma and 
discrimination. Effective HIV prevention cannot be reduced to simple public health interventions. Rather 
it must take account of economic and socially entrenched gender and other inequalities that shape people’s 
behaviours and limit their choices. It is vital that those who are most vulnerable, and often marginalised, 
including sex workers, men who have sex with men, drug users, prisoners, migrants have access to 
prevention services. 


21. Virtually every region, including sub-Saharan Africa, has several countries where the epidemic is still 
at a low level or at an early enough stage to be held in check by effective action. Studies suggest that AIDS 
treatment can support HIV prevention and that HIV prevention is essential to make AIDS treatment 
affordable. It is estimated that a comprehensive HIV prevention package could avert 29 million (63%) of 
the 45 million new infections expected to occur by 2010. The cost of these prevention measures is estimated 
at US $4.2 billion annually by 2007. 


22. Significant challenges remain to providing comprehensive and evidence based HIV prevention. 
Governments are often reluctant to tackle taboo subjects such as sex, sexuality and drug use. Yet tackling 
stigma and discrimination—and the underlying structures and societal attitudes which fuel them—is 
fundamental to effective responses. Evidence based HIV prevention requires steps to confront ideological 
approaches and gender power dynamics that may not recognise women and girls’ vulnerability to abuse and 
violence, or simple lack of social and economic power to abstain from sex or control mutual fidelity. In 
addition, services need to be aligned with need. Improving health systems performance is also key, including 
in terms of addressing the lack of access to vital supplies such as condoms and kits for the diagnosis and 
treatment of sexually transmitted diseases—improved systems that assure sustained commodity security are 
also critical. 


23. The UK played an important role in supporting UNAIDS finalise a new comprehensive prevention 
policy “Intensifying HIV Prevention”, and continues to play a key role in increasing political support for 
attention to sexual and reproductive health and rights, and for support to evidence based HIV prevention 
efforts. We helped to ensure greater attention to reproductive health in the Millennium Summit Outcome 
and are now working to ensure that this is translated into the revised Millennium Development Goals 
(MDG) monitoring framework. Under the EU Presidency DFID is working with the EC and EU Member 
States to prepare a European Statement of support for comprehensive and evidence based HIV prevention. 
A UK policy position on Harm Reduction for Injecting Drug Users will be published later this year. 


INTERNATIONAL TARGETS FOR AR V PROVISION 


24. Until recently ARV provision in resource poor settings was seen as largely unworkable. Prohibitively 
expensive medicines, weak health services, and limited resources and attention for AIDS meant that the 2001 
UNGASS Declaration of Commitment on HIV/AIDS gave a very basic indication of intent, “... in an 
urgent manner make every effort to provide progressively and in a sustainable manner, the highest attainable 
standard of treatment for HIV/AIDS... ”. Less than five years on, global commitments have shifted 
dramatically. Following substantial reductions in the cost of ARVs, significantly increased financing, 
evidence on the effectiveness of treatment in resource poor settings, and the role of treatment in supporting 
prevention, UNAIDS and WHO launched the “3 by 5” initiative in September 2003. The Right Hon Hilary 
Benn MP, the Minister of State for International Development immediately pledged the UK’s support to 
meet this goal. Building on this commitment, in 2005 the UK government mobilised international attention 
and secured global agreement (through the G8 summit at Gleneagles and the UN Millennium Review 
Summit) to work towards as close as possible to universal access to treatment by 2010. The UK has accepted 
UNAIDS’ invitation to co-chair the Global Steering Committee on Scaling Up Towards Universal Access, 
and will use this opportunity to ensure that real action follows this ambitious agreement. 


Lessons Learnt from the WHO 3 by 5 Initiative 


25. 3 by 5 was launched in September 2003 with the aim of getting three million people—50% of those 
in poor countries in need of treatment—on antiretroviral therapy (ART) by the end of 2005. In addition to 
the substantial contributions the UK makes to WHO’s core budget, the UK was the first government to 
provide a specific contribution to 3 by 5—earmarking an extra £3 million contribution to 3 by 5 for 2004-05. 
DFID also placed a leading technical expert in WHO Geneva to drive forward efforts in the 3 by 5 initiative. 
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26. In June 2005 WHO estimated that whilst the target of three million was not going to be met, one 
million people were now on treatment in low and middle income countries, a substantial increase from 
400,000 people when the initiative was launched. Of 49 “focus countries”, 40 had declared national 
treatment targets and 34 had completed, or were developing, national treatment scale up plans. Funding for 
ART has risen sharply during this time from international and domestic sources. 


27. It is clear that substantial challenges remain for countries to expand access to treatment, including in 
terms of ensuring continued equitable access as treatment widens and promoting the integration of 
prevention and treatment programmes. Expanded treatment relies on broader health systems, yet these are 
often weakened by critical problems with human resources, procurement and supply management systems 
and appropriate, accessible health care infrastructure. These challenges are often exacerbated by AIDS— 
death and disease may deplete health cadres further. 


28. During 2005, the Global Task Team on Improving AIDS Coordination among Multilateral Institutions 
and International Donors (the GTT) identified further challenges to improving the performance of the 
multilateral system on AIDS, of which the 3 by 5 initiative is an important element. These include 
challenges to: 


— _ secure inclusive national leadership and ownership; 

— harmonisation and alignment of multilateral institutions and international partners; 
— the effectiveness of the multilateral response; and 

— accountability and oversight. 


29. There have been criticisms of the 3 by 5 initiative that it has been highly “vertical”—1mposing new 
targets on countries that may not accord with existing planning processes. Certainly there have been tensions 
between the 3 by 5 advocacy role, and the complexities of implementation. The target has served as an 
effective advocacy tool for increased political commitment to treatment, and mobilising countries and 
communities to respond. Yet some have made vocal accusations of heavy-handedness and top-down 
approaches, believing that the approach is distorting country-driven priorities. An evaluation of 3 by 5 is 
underway, and DFID sits on the Steering Committee. The purpose of the evaluation is to review the 
accomplishments and lessons learnt by WHO during the implementation of 3 by 5. It will examine WHO 
activities at global and national levels and will report in March 2006. 


The G8 Commitment to Universal ARV Provision by 2010 


30. The G8, at the Gleneagles Summit in July 2005, made a commitment to “working with WHO, 
UNAIDS and other international bodies to develop and implement a package of HIV prevention, treatment 
and care, with the aim of as close to possible to universal access to treatment for those who need it, by 2010”. 
The UN Millennium Review Summit in September reaffirmed this commitment, and as such there is a clear 
global agreement to pursue this goal. 


UNAIDS strategy to achieve the 2010 goal, including DFID’s role 


31. UNAIDS—the secretariat and its ten co-sponsors—has been coordinating efforts on how to take the 
2010 target forward. It is generally agreed that the target can only be achieved if it is country-owned and 
based in specific country approaches, integrated with broader development processes. The Global Task 
Team’s recommendations have created the groundwork for increased action by countries to scale up 
comprehensive responses, with the support of the international community, and to use donor and domestic 
resource flows to maximum effect. Efforts to expand services and aim for as close as possible to universal 
access to treatment by 2010 will rely on these agreements and the Three Ones principles. Significantly the 
G8/Millennium Review Summit texts emphasise that this goal depends upon developing and implementing 
a comprehensive response—prevention, treatment and care—not simply the provision of ARVs. As a co- 
sponsor of UNAIDS, WHO are playing a key role in developing the health systems components of the 
essential package of prevention, treatment, care and support. 


32. UNAIDS is in the process of establishing a Global Steering Committee, which the UK will co-chair. It 
will be based on the principle of country ownership—recognising the need to work through existing national 
structures and processes—and focus on mobilising countries to scale up ambitious national action plans in 
line with the 2010 target. In addition the Global Steering Committee will encourage countries to identify key 
obstacles—and develop solutions—to scaling up towards universal access. UNAIDS will provide a small 
secretariat for the Global Steering Committee, and assist at the regional and country level through existing 
Regional Support Teams, UN Theme Groups on AIDS and UNAIDS Country Coordinators. 


33. Efforts to scale up towards universal access will build on existing processes, including the 
implementation of GTT recommendations, planned Regional meetings and consultations to secure country 
ownership, and provide regional peer review of proposals. In early 2006, it is expected that there will be a 
meeting to review progress, and in particular to consider how to align donor commitments behind local 
plans. A likely blockage to progress will be a lack of predictable and sustainable financing to give countries 
confidence in committing to long-term plans, including for life-long treatment. A Roadmap or Global 
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Action Plan, which will include steps to be taken to find solutions to common obstacles (eg procurement), 
will be tabled at the UN Heads of State conference in June 2006 to review progress on the UNGASS 
Declaration of Commitment on AIDS. 


34. DFID has accepted UNAIDS invitation to co-chair this process. In this role DFID will continue to 
work closely with the broad range of stakeholders, including bilateral donors (including G8), UNAIDS, 
WHO, World Bank and other members of the international community. DFID’s country offices will be 
encouraged to work with national authorities, through existing country dialogue. DFID will continue to 
support multilaterals to engage in this process in line with GIT recommendations, and programme 
assistance that is consistent with the GIT and Universal Access goals. 


THE UK CONTRIBUTION 


35. The UK now plays a substantial role in global efforts to tackle AIDS. As the second largest bilateral 
donor on AIDS (and providing one of the highest proportions of GNI to AIDS) the UK is committed both 
to securing greater financing for AIDS, and to ensuring that the money is used efficiently to secure high 
quality AIDS programmes benefiting as many poor people as possible. The UK’s approach to AIDS in 
general—and ARV provision in particular—is multi-faceted. The UK engages in policy dialogue at global 
and country levels to increase the political space for effective action. UK finances are directed both through 
multilateral channels (GFATM, World Bank, the UN family) and through direct bilateral assistance. Much 
of the UK’s bilateral assistance—especially in strong policy environments in Africa—is provided through 
Poverty Related Budget Support (PRBS) and Sector Wide Approaches (SWAps). Some AIDS-specific 
programming is also supported, and the UK is making some strategic long-term investments (eg in research 
and development). This means that in terms of ARV provision, the UK’s action cannot be wholly 
disaggregated from broader global efforts which the UK supports and influences. By placing AIDS at the 
centre of the 2005 G8 and EU Presidencies, the UK has advanced new international commitments, focused 
on AIDS treatment (G8/Millennium Review Summit Commitments), but also to improve the broader 
environment within which AIDS services are provided (the GTT, the wider commitments to increase aid 
flows to Africa). Balancing action on specific AIDS issues with action to enhance the broader environment, 
within a clear poverty focus, is fundamental to the UK’s approach. 


DFID policy and practice on HIV/AIDS: the implementation of Taking Action 


36. In 2004 the UK published “Taking Action, the UK’s strategy for tackling HIV and AIDS in the 
developing world’, alongside new DFID policies on Treatment and Care and Sexual and Reproductive 
Health, and UK government policy and plans on increasing access to medicines in developing countries. At 
this time the UK pledged to spend at least £1.5 billion on AIDS-related activities over the three year period 
2005—06—2007-08. 


37. The UK’s strategy outlines action to: 
— close the funding gap; 
— _ strengthen political leadership, internationally and nationally; 


— improve the international response, including in terms of greater harmonisation between 
international initiatives and multilateral organisations, and ensuring a better fit between these 
responses and national approaches in developing countries; 


— support better national programmes, including through our bilateral assistance to country 
responses; and 


— our work to improve the long term response, including through support for research into new 
medicines, preventative technologies and AIDS programmes. 


Taking action to close the funding gap 


38. A revised estimate of the resource needs for an expanded response to AIDS in low and middle-income 
countries, was prepared by UNAIDS in response to calls from the Making the Money Work meeting. It 
showed that there were annual needs of US$15 billion in 2006, US$18 billion in 2007 and US$22 billion in 
2008 (with at least an additional $18 billion required over the next three years) to achieve universal AIDS 
programmes including steps towards universal access to treatment by 2010, comprehensive HIV prevention 
services, and to deliver care for 12 million orphans and vulnerable children in Africa by giving them better 
access to education, health care, home support and cash transfers. The UK has taken active steps not just to 
increase its own contributions to AIDS, but also to encourage a broad range of other donors—and countries 
themselves—to increase resources for AIDS. 


39. The Global Fund to fight AIDS TB and Malaria (GFATM) is one of the most important multilateral 
instruments to support a scaled up AIDS response. The UK hosted the GFATM Replenishment Conference 
in London (5—6 September). This was largely successful with donors pledging a total of US$ 3.7 billion, just 
over half the US$ 7.0 billion required for 2006 and 2007. Progress was also made on embedding the GFATM 
within the wider architecture for AIDS financing, supporting GFATM to be even more effective, especially 
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harmonising and aligning to strengthen engagement at the country level. The UK has pledged £359 million 
(US$ 640 million) to the GFATM over seven years (2002-2008), which includes £100 million for 2006 and 
£100 million for 2007. Over half of this can be attributed to AIDS. The UK is now the fourth largest donor 
for the period 2006-07 and the second largest in the EU. The EU provides over 50% of the Fund’s finance. 
Through GFATM, the UK contributes to substantial scale up of ARV provision—with GFATM’s latest 
update showing 200,000 people on ARVs through their finance. 


40. The World Bank is an important source of financing for AIDS, with financing dramatically increasing 
over the last four years to $250-300 million annually in Sub Saharan Africa, and having provided some $2.5 
billion cumulative global lending to date. The UK’s IDA 14 contribution is £1.43 billion, making us the 
second largest donor. The UK as such plays an important role in directly scaling up ARV provision, as well 
as building the broader environment. 


Taking action to strengthen political leadership 


41. Taking Action committed the UK to make AIDS a centrepiece of our Presidencies of the G8 and EU. 
This has clearly been achieved. HIV and AIDS has had a high profile throughout both Presidencies, and in 
terms of the G8, this led directly to an international commitment to universal access to treatment. 


42. The UK played an active role at the UN Millennium Review Summit in September to ensure AIDS 
and sexual and reproductive health had a high profile, working with other UN members to secure the 
international mandate for Universal Access in the Millennium Review Summit outcome document, which 
reflects the G8 language. 


43. The Commission for Africa (CfA) achieved much in challenging the international community on 
those factors affecting Africa’s development, including AIDS. The CfA recommendations in this area were 
widely welcomed and provided a foundation for the subsequent G8 and UN Millennium Review Summit 
commitments. The CfA also provided an additional way in which the UK Government worked closed with 
the Africa Union and NEPAD to encourage scaled up responses to AIDS. 


44. The “Three Ones in Action: Making the Money Work” meeting in London in March was the 
beginning of a process both to deliver more aid and better aid to tackle HIV and AIDS. The meeting 
identified four key problems: 


(a) AIDS money is spread unevenly including high prevalence countries lacking support; 

(b) The huge administrative burden placed on governments by AIDS donors 

(c) Overlap among international AIDS agencies 

(d) More investments needed in people and systems to deliver prevention, care and treatment. 


The meeting also set up the Global Task Team on Improving AIDS Coordination Among Multilateral 
Institutions and International Donors (GTT) to develop solutions to these problems. Progress has been 
substantial and has been achieved through a constructive and inclusive process that was very outcome 
orientated. 


Taking action to improve the international response 


45. In 2003-04, the UK worked closely with UNAIDS and the US to secure global agreement to progress 
the set of principles known as the “Three Ones”: one HIV and AIDS strategy; one national AIDS 
coordination authority; and one monitoring and evaluation system. The Three Ones translates broader 
agreements made on harmonisation and alignment, (particularly OECD/DAC on aid effectiveness) into the 
AIDS context. However, change is slow, and whilst many countries established coordinating bodies and 
strategies, many are still struggling to use the increasing levels of financing available effectively. Also, donors 
remain insufficiently harmonised. 


46. On 9 March 2005 the UK hosted a meeting of leaders from donor and developing country 
governments, civil society, UN and other multi-national agencies to review the global response to AIDS 
with the theme: “Making the Money Work”. Participants called for urgent measures to improve the impact 
of global AIDS action and to make the system more coherent. The GTT was established at the meeting to 
make specific time bound recommendations to improve coordination and enhance the quality of national 
responses. 


47. GTT recommendations were released in June and build strongly on the commitment made by the UN 
and others to the Three Ones and the Paris DAC Aid Effectiveness agenda, including measures to: improve 
the effectiveness of national responses, drawing on country leadership; reduce unnecessary management and 
technical burden on governments and to reduce competition and duplication in the provision of technical 
support; and, streamline and improve accountability in the UN and the GFATM. UNAIDS has developed 
and costed a Consolidated UN Technical Support Plan, for 47 high priority countries to ensure the GTT 
recommendations are implemented within timeframes provided. 


48. The UK government has also worked to improve the international response in terms of its impact on 
poor people’s access to medicines, including for HIV and AIDS. 
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49. The UK has worked with EU partners to shape a new EU Programme for Action on HIV/AIDS, TB 
and Malaria, with proposals to support improved access to preventive and therapeutic treatment and 
increased R&D for new medicines, diagnostics and vaccines. 


50. The UK has continued to take a lead role in efforts to secure agreement on an EU Regulation on the 
Trade Related aspects of Intellectual Property rights (TRIPS) agreement and Public Health, to implement 
in EU domestic legislation the TRIPS waiver agreed on 30 August 2003. This allows countries with no 
domestic pharmaceutical capacity to import copies of patents from third party countries, in accordance with 
the provisions of the decision. Under the EU Presidency the UK has also continued efforts to secure 
international agreement on the amendment of the TRIPS agreement at the WTO to incorporate the 
30 August Decision. 


51. In March 2005 DFID with the Department of Health and the Department of Trade and Industry 
launched Jncreasing People’s Access to Medicines in Developing Countries: A Framework for Good Practice 
in the Pharmaceutical Industry, which was developed in consultation with the pharmaceutical industry and 
its stakeholders and which brings together good practice in the industry to encourage pharmaceutical 
companies to go further in making their medicines available in developing countries and in undertaking 
increased R&D for diseases disproportionately affecting developing countries. 


Taking action to support better national programmes 


52. The following are short summaries of how Taking Action is being implemented by DFID country 
programmes in Africa, Asia, Europe, Middle East and the Americas. However, DFID’s geographical reach 
is far greater than its 40 country programmes. Working through the multilateral system, the UK reaches a 
far broader range of countries. 


Africa 


53. Within the framework of Taking Action DFID has used a mix of aid instruments including general 
budget support (eg Ethiopia), sector budget support (eg Malawi and Uganda), and specific bilateral HIV 
and AIDS programmes to strengthen national government, civil society and private sector responses to 
country AIDS epidemics. Focus has been on developing political leadership, national planning and priority 
setting along with better coordination amongst government, civil society, private sector and international 
agencies to provide comprehensive prevention, treatment (including ART) and care services. 


54. In many African countries there is significant existing financial support available for AIDS treatment 
via the GFATM and the US President’s Emergency Plan for AIDS Relief (PEPFAR). DFID has focused 
on supporting better coordination and harmonisation of efforts based on the “Three Ones” principles. 


55. Support is being provided to strengthen comprehensive and integrated national programmes to 
prevent, treat, care and mitigate AIDS. Some examples include: 


— In Ethiopia, DFID provides direct budget support to the government for the implementation of 
the new strategic plan for 2004-08. In January 2005 the government launched a programme to 
provide ART free of charge with a target of 140,000 patients served by more than 300 health care 
facilities by the end of 2006. 


— DFID Malawi is providing £4.5 million direct support to the National AIDS Commission as part 
of pooled funding to support the implementation of the National Action Framework (2005-2009). 
This supports comprehensive, integrated programmes, filling gaps that are un-funded by other 
financing. The groups covered by the interventions include women, the young, the affected, the 
most at risk and OVCs. DFID Malawi is also providing support for comprehensive reproductive 
health care, essential drugs and critical human resources in the health sector. Pooled funding 
covers a number of sectors including ministries of health, education and security. 


— DFID Ghana supports a wide array of programmes including ART, condom procurement and 
distribution, VCT and prevention of mother to child transmission. This includes support across 
sectors including education, health and social protection. 


Asia 


56. The governments of China and India have both increased their policy and financial commitments to 
address HIV and AIDS during the past year. The Indian government has committed to provide free ARV 
treatment in the six high prevalence states plus Delhi. In China, the challenge is to translate policy 
commitments into action at provincial and county level, and scale up implementation to a level that will have 
an impact on the spread of infection. Increasing commitment at national level in Indonesia and a doubling of 
the AIDS budget between 2003 and 2006 are encouraging. There has been an increase in the government 
of Vietnam’s efforts to secure multi-sectoral action in prevention and control, and to scaling up treatment 
provision. Rising HIV rates in vulnerable groups in Pakistan have contributed to increased political 
commitment. Political leadership is lacking in Bangladesh and the response relies largely on NGO 
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implementation. Afghanistan has a fledgling national AIDS control strategy and programme, including 
plans for safe blood transfusion, but very little specific action. The government response in Burma is limited 
and the space for political advocacy appears to be shrinking, but UN and NGO engagement remains firm. 


57. Some examples of DFID support include: 


— DFID has made a commitment to fund HIV and AIDS activities in Indonesia for the first time 
(£25 million to the Indonesia Partnership Fund for 2005-08). 


— In China, design of the new £30 million programme with the government, UN and Global Fund 
is underway, and implementation will start in 2006. 


— In Burma, DFID is closely engaged with the UN in efforts to ensure continuity of implementation 
in the wake of the GFATM’s cancellation of its grant. 


— In India, DFID’s £123 million support over seven years to March 2007 to the National AIDS 
Control Programme (NACO) has been reviewed. It supports targeted interventions with 
vulnerable groups, education initiatives and care in eight key States. It also funds technical 
cooperation, and a challenge fund to address key groups such as children affected by AIDS, young 
people, men who have sex with men, and advocacy to address stigma and discrimination. 


— In Bangladesh support to the NGO-led response continues while HIV and AIDS components are 
agreed and implemented within the multi-donor supported health sector and urban health 
programmes. 


Europe and Central Asia 


58. Universal access is commonly applied in Eastern European countries and Central Asia, but informal 
fees for health services and drugs limit access to the poor and vulnerable. There remains significant unmet 
need for ARVs in Russia. WHO estimates that only 1,000 out of an estimated 50,000 in need of treatment 
are currently receiving ARVs. Clear gaps in treatment include the need to look at TB/HIV co-infection and 
multi drug resistant TB (MDR-TB) 


59. All DFID-supported AIDS interventions in the region are fully consistent with Taking Action and 
are in line with the Three Ones principles. Some specific examples of DFID support include: 


— DFID is providing £6.4 million over four years to the Central Asia Regional HIV Programme, 
which focuses on scaling-up harm reduction strategies with government and NGO partners. 
Support is also provided to the regional UNAIDS office (2-years £500k). 


— £0.6 million over two years is provided to the Russia UNAIDS 3-Ones Facility project. 


— £0.5 million over two years is provided to the Ukraine UNAIDS 3-Ones Facility project to support 
flexible technical assistance delivered through UNAIDS cosponsors to support the government’s 
response to HIV and AIDS. 


— DFID provides £1.5 million over 3 years to Serbia and Montenegro’s Regional HIV project. 


Overseas Territories 


60. Most Overseas Territories (OTs) (Montserrat, Anguilla, Pitcairn, St Helena, and Turks and Caicos 
Islands) have national AIDS plans. St Helena is in the process, with help from DFID, of developing one. 
The plans are based on an expanded response and include prevention and treatment. The priority in the OTs 
is still prevention, as many have low prevalence. All OTs, where there are HIV cases, have ART available. 


61. Priorities for 2006 include: improve expanded response through a new DFID-supported regional 
programme; improve involvement of Caribbean OTs in regional programmes through EU funding; ensure 
St Helena remains HIV free. 


Caribbean 


62. Small island states should work more collaboratively to procure lower cost ARVs. The Pan- 
Caribbean Partnership Against HIV and AIDS (PANCAP) has developed a collaborative agreement with 
support from DFID with Brazil for south-south technical cooperation and provision of free first line ARVs 
for countries in the Organisation of Eastern Caribbean States (OECS). DFID funding for the Clinton 
Foundation in close cooperation with the regional Pharmaceutical Procurement Service (PPS) has slashed 
procurement costs from $1,200 at the start of the programme to $275 per patient per year (for AZT 3TC 
and NVP). Second line treatment is now $532, down from over US$4,000. There remains a need to maintain 
a balance between effective prevention and the provision of treatment given a tendency in Caribbean 
programmes to focus too heavily on provision of treatment. 


63. Stigma and discrimination is a major factor in the spread of HIV in the region, causing people to not 
present for care and treatment. DFID is working with CIDA and PANCAP on programmes to tackle stigma 
and discrimination. 
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Latin America 


64. DFID is supporting Brazil in maintaining and expanding its leading role in the local manufacture and 
distribution of generic ARV drugs, particularly first line treatments. Brazil is playing a key role in 
negotiating with multi-national drug companies to significantly reduce the costs of second line ARVs. Brazil 
is also providing technical assistance and advice on local generic manufacture to Russia, China, Thailand 
and India. 


65. DFID is working jointly with the government of Brazil, UNAIDS and the German Technical 
Cooperation Agency (GTZ) on a new International Technical Cooperation Centre (ITCC), the first of five 
centres (three others in Africa, one in SE Asia) to develop south-south technical cooperation. DFID, with 
GTZ, is also supporting south-south cooperation in Latin America, including Brazil’s support for first-line 
ARV treatments for 10,000 people in Bolivia, Ecuador and Peru, which is soon to expand to cover Honduras 
and Nicaragua. 


~ 


66. Expertise from Brazil is also critical in improving the technical quality of AIDS programmes in the 
region. Brazil strongly believes that universal access cannot be achieved without a strong rights-based 
approach. Brazil has been leading on innovative prevention strategies, involvement of civil society, 
involvement of the private sector and encouraging greater involvement of faith-based groups. There is a 
need to increase the focus on stigma and discrimination, a major factor in Central America and the Andes, 
and maintain a balance between effective prevention and the provision of treatment. 


67. DFID was the earliest supporter of the south-south model of technical cooperation, supporting Brazil 
and helping them expand into other parts of Latin America. This is now expanding into the Caribbean 
(PANCAP and OECS see above), Lusophone countries in Africa, and collaborative ventures with Portugal 
are under discussion. DFID inputs, through the Latin America regional programme, have been relatively 
modest (£1 million) but have started the work and encouraged the later involvement of GTZ and UNAIDS. 
DFID will provide additional inputs for the development of the ITCC and a second phase of the Latin 
America Regional Programme (estimated £2 million). 


Taking action in the long term 


68. In Taking Action the UK committed to increase our support for research into: microbicides; 
treatments and new technologies for the poor, women and young people; and the social, economic and 
cultural impact of AIDS. 


69. DFID continues to support R&D for new technologies to prevent HIV, including significant funding 
for microbicide development and funding to Product Development Public Private Partnerships (PDPs) for 
the development of HIV vaccines. 


70. The UK was the first government to fund the International AIDS Vaccine Initiative (IAVI), with an 
initial grant of £200,000 in 1998. This was followed by a grant of £14 million for 2000-05. An additional 
grant of £4 million was made for 2005-06. Further multi-year funding is currently under review. DFID is 
also supporting microbicide research, and provided an initial grant of £16 million to the MRC for the 
Microbicide Development Programme (MDP) in 2001. In 2005 an additional £23.8 million was provided to 
support Phase Three clinical trials for the leading MDP microbicide candidate, PRO 2000. A grant of £1.2 
million (£300,000 per year for four years) was provided in 2002, to support the International Partnership 
for Microbicides (IPM) work on microbicide research, policy and advocacy. Further funding for IPM is 
currently under consideration. 


71. In 2005 DFID’s Central Research Department launched nine Research Programme Consortia on 
health in developing countries, including work on communicable diseases, sexual and reproductive health, 
maternal health and HIV. DFID has also funded research on the appropriate use of existing medicines in 
developing country settings including, clinical trials demonstrating the efficacy of cotrimoxazole 
prophylaxis in reducing mortality among children living with HIV and co-funding of the DART Trials with 
the MRC exploring HIV treatment modalities in resource limited settings. 


72. The UK has also been active in developing innovative financing to encourage additional R&D 
investment into treatments and vaccines for diseases disproportionately affecting developing countries, 
including for HIV and AIDS. R&D tax credits for small and medium sized companies were introduced in 
2000, and for large companies in 2002. In 2003 the “Vaccine Research Relief” was introduced for R&D 
investment on HIV, TB or malaria treatments or vaccines focused on the needs of developing countries. The 
UK has worked with G8 partners to develop proposals for “Advance Market Commitments” as a “pull 
incentive” for priority vaccines, such as for HIV. Under such proposals, donors would commit in advance 
to guarantee a developing country market of a certain size for a new vaccine that meets pre-agreed criteria 
(eg for efficacy). 


73. DFID has also provided support to the WHO Commission on Intellectual Property, Innovation and 
Public Health (CIPIH), which is exploring how investment in and access to new public health goods that 
better meet preventive and therapeutic health needs can be increased. 
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Accountability and monitoring 


74. DFID is held accountable through internal and external scrutiny, including through the Public 
Service Agreement which sets our objectives and how we intend to achieve them, the DFID Departmental 
Report which reports on progress towards the Public Service Agreement targets, and Resource Accounts, 
which are primary financial statements recording the full costs of activities, assets and liabilities as well as 
providing information on how resources have been used to meet objectives. 


75. DFID, through Ministers, is held accountable to Parliament, including through individual MPs and 
parliamentary committees. In the period from November 2004 to November 2005 DFID received a total of 
467 letters from MPs on HIV and AIDS. Over the same period DFID Ministers responded to 44 
Parliamentary Questions on HIV and AIDS. DFID’s work is audited by the National Audit Office, with the 
last audit of work on AIDS in 2004. In addition, DFID is subject to scrutiny from the general public, the 
media, NGOs and the private sector. 


76. In terms of internal monitoring of the effectiveness of Taking Action, two independent evaluations 
are planned. Both will concentrate on the work of DFID, which is the lead government department, but will 
also look at some work of other government departments. An interim evaluation will take place in 2006 
and a final evaluation in 2008-09. The objective of the interim evaluation is to produce recommendations 
in four areas: 


— to improve implementation and monitoring of the current strategy 

— on indicators of success to be used in the final evaluation 

— for the UK Government’s next steps on AIDS and 

— lessons for other UK (especially DFID) strategies on development issues. 


77. The final evaluation will be for accountability purposes and is expected to concentrate on assessing 
the overall effectiveness and efficiency of the policy and its implementation. 


Policy coherence on HIV/AIDS across Whitehall 


78. The UK’s work to tackle HIV and AIDS in developing countries requires concerted and coherent 
work across Whitehall, led by DFID. Key issues are noted below. Much of this work is coordinated through 
two formal Cross-Whitehall Groups. The Cross-Whitehall Coherence Group on Tackling HIV and AIDS in 
the Developing World comprises representatives from No 10, HMT, FCO, Home Office, Department of 
Health, DTI, MOD, NAO, HMRC, Patent Office, Scottish Executive and Welsh and Northern Irish 
Assemblies. Many of these departments are also on the Cross-Whitehall Group on Access to Medicines, 
including representatives of HMT, FCO, Home Office, Patent Office, and DTI. 


79. DFID, No 10, the FCO and HMT have worked closely and with other departments through 2005 on 
issues of international development and financing (including aid and debt relief) and specifically on G8 and 
EU commitments on HIV and AIDS, including the G7 Finance Ministers and G8 Africa communiqué text 
on AIDS treatment. 


80. DFID has worked extensively across Whitehall to further the UK Government’s work to increase 
access to medicines in developing countries, including for the treatment of HIV and AIDS. This is an area 
that relates to many departments work areas. Key issues include: trade policy, and specifically the Trade 
Related Aspects of Intellectual Property (TRIPS) agreement; R&D incentives for diseases affecting 
developing countries; engagement with the pharmaceutical industry. 


81. The 2001 Doha Declaration on TRIPS and Public Health and the 30 August 2003 Decision on 
compulsory licensing for export have provided a balanced framework that respects the importance of 
intellectual property rights and the need for countries to have the flexibility to important generic medicines 
where needed. DFID worked with Whitehall Departments, notably the Patent Office and DTI, on the UK’s 
position in the run up to the 30 August agreement, and on the subsequent EU legislation implementing the 
30 August Decision, and the EU’s position at the WTO for how the TRIPS agreement needs to be amended 
to permanently reflect the Decision. 


82. The UK has taken a lead internationally in developing innovative incentives to promote R&D for 
diseases affecting developing countries. These include the R&D tax credits introduced in 2000 and 2002, and 
the Vaccines Research Relief introduced in 2003 which specifically seeks to incentivise the development of 
treatments and vaccines for HIV, malaria, and TB. In addition, Advanced Market Commitments represent 
a significant opportunity to accelerate the development of a preventative vaccine for HIV. The development 
of these initiatives has involved close collaboration across Whitehall, and particularly with HMT and 
HMRC. 


83. DFID has also worked closely with Whitehall Departments, including HMT, DTI and the 
Department of Health as part of the department’s engagement with the pharmaceutical industry. This 
engagement led to the development of /ncreasing poor people’s access to essential medicines in developing 
countries: a framework for good practice in the pharmaceutical industry, which was jointly published by 
DFID, the DTI and Department of Health in March 2005. 
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84. Shortages of health workers are an obstacle to progress in expanding access to services including the 
provision of AIDS treatment in a number of countries, particularly in sub-Saharan Africa. Three of the 
factors compounding health worker shortages are: 


— Chronic under-investment in health systems and services. 
— HIV and AIDS is tipping already stressed systems in some countries into crisis. 


— Movement of health workers to non-health sector jobs, and to wealthier countries. 


85. Over the last two to three years there has been increasing global attention directed to the shortages 
of health workers, particularly in sub-Saharan Africa, and increasing national and international initiatives 
to find appropriate solutions. 


86. DFID is supporting country-led, systemic approaches to increase the supply of health workers. This 
includes increasing training capacity, improving working conditions, pay incentives, morale and 
motivation, effective and active management. Although the primary agenda is long-term, DFID is working 
with the international community to identify fast-track efforts and to accelerate the availability of health 
workers where countries are facing acute shortages. One example is DFID’s support to the government of 
Malawi’s Emergency Human Resource Programme, which will almost double the number of nurses and 
triple the number of doctors in Malawi over the next six years. 


87. In addition to the work that DFID does to support many countries to address the “push” factors 
associated with migration of health workers (low morale, poor pay, career paths and working conditions 
generally, including lack of supervision, poor housing, workloads etc), the UK also has systematic policies 
that prevent the targeting of developing countries in the international recruitment of health care 
professionals including: 


— Guidance and a recently revised Code of Practice embodying ethical principles for the 
international recruitment of healthcare workers. 


— An agreed list of developing countries that should not be targeted for recruitment. 


— A Memorandum of Understanding has been signed with South Africa, that will give opportunities 
for exchange of knowledge and skills. 


88. The UK is also putting significant investment into the expansion of training of healthcare 
professionals to meet our healthcare needs, for example, the numbers of nurses and midwives entering 
training in England is currently increasing year on year. 


89. The UK has extensive and comprehensive services available to treat and care for people with HIV 
and AIDS. DFID contributes to the work of other Whitehall departments, notably the Department of 
Health and Home Office, on issues related to access to HIV services by immigrants, including in terms of 
charges for overseas visitors. Under the provisions of the NHS (Charges to Overseas Visitors) Regulations 
1989, as amended, treatment for HIV is not free if the patient is an overseas visitor liable to pay for any 
hospital treatment received. The regulations also contain a large number of exemptions from charges so 
that, for example, asylum seekers and people coming here to work are eligible for free NHS hospital 
treatment, including HIV treatment. 


90. To mark World AIDS Day this year DFID, working with other departments under the banner of 
the EU Presidency are hosting a High Level meeting of Ministers for International Development on 30th 
November, at which an EU Presidency Statement on HIV Prevention agreed by the European Commission 
and all member states will be launched. 


91. Anew UK government policy paper on harm reduction relating to drugs use and HIV prevention in 
the developing world will be launched for World AIDS Day. The paper builds on cross-Whitehall consensus 
on harm reduction, ensuring a coordinated and collaborative UK voice. DFID’s work on harm reduction 
covers needle and syringe access and disposal programmes, drug substitution therapy and information/ 
advice on sexual and reproductive health. 


92. DFID, the FCO and the British Council developed a joint HIV and AIDS workplace policy in 2002. 
This covered a number of “good practice” management policies including the principle of non- 
discrimination against HIV positive staff and provision of voluntary counselling and testing on a 
confidential basis. DFID, the FCO and the British Council amended the policy in 2005 to extend provision 
of antiretroviral therapy so that as well as employees and one partner, dependent children up to the age of 
21 would also qualify. 


November 2005 
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Memorandum submitted by the Stop AIDS Campaign 


The Stop AIDS Campaign (www.stopaidscampaign.org.uk) represents more than 80 UK-based 
organisations who are fighting HIV and AIDS in developing countries. The campaign is part of the Make 
Poverty History mobilisation, and works alongside other networks that focus on debt, aid and trade justice. 


1. ADDRESSING THE EPIDEMIC 


1.1. Since the beginning of the HIV epidemic, an estimated 60 million people have contracted the virus, 
20 million of whom have died of AIDS-related illnesses. These figures continue to rise each year. UNAIDS 
estimates that 4.9 million people were infected with HIV in 2004? and the total number of people with 
HIV/AIDS reached a peak of 40 million in that year. 


1.2. The global response is not keeping up with the rapid spread of HIV. Fewer than one person in five 
at risk of HIV has access to basic HIV prevention,* while the World Health Organisation (WHO) reported 
in June this year that only one million of the three million people targeted by its 3 by 5 initiative had access 
to antiretroviral (ARV) medicine.* 


Global response to the epidemic 


1.3. WHO’s 3 by 5 initiative aims to extend HIV treatment to 3 million people in low and middle income 
countries by the end of 2005. Despite an anticipated failure to reach the target, important progress has 
resulted from this process. However, WHO estimate that 6.5 million people currently still need HIV 
treatment.° 


1.4. The scale of the epidemic has prompted increased action, including the establishment of the Global 
Fund to Fight AIDS, Tuberculosis and Malaria, the 3 by 5 initiative, and the US President’s Emergency Plan 
for AIDS Relief (PEPFAR). We have also seen increased efforts by national governments, the European 
Commission, and other donors. Communities and non-governmental organisations have worked hard to 
increase the numbers of people receiving life-saving treatment. However limited access to ARVs continues 
to leave millions of people sick, impoverished and dying unnecessarily. 


Global resources for AIDS 


1.5. Resources to treat and prevent HIV and AIDS in the developing world are steadily increasing, as 
advocacy and moral outrage from across the world leads to growing political commitment. But there is still 
a substantial resource gap, with UNAIDS estimating a total shortfall in what is needed of US$18 billion 
between 2005—7—a figure UNAIDS itself considers an underestimate.® In addition, low levels of funding 
for technical support and organisational development are significantly constraining programme expansion. 


Healthcare services 


1.6. In many cases, inadequate healthcare is the result of World Bank and IMF fiscal constraints that 
discourage government spending on public health.’ This lack of investment leads to poor infrastructure. 
Healthcare in developing countries is characterised by a lack of clinics, diagnostic technology, drug 
procurement, storage, distribution and supply mechanisms. 


1.7. The lack of funding is also leading to a human resource crisis, which is not only limiting HIV 
programming, but is also being further undermined by HIV and AIDS. Vast numbers of healthcare workers 
are HIV-positive themselves, affected by HIV, or are demoralised by the system’s failure to meet the 
challenge of educating people, or testing for and preventing new infections. Similarly, large numbers of 
healthcare workers from many poor countries are moving to richer nations, including the UK, in order to 
get better pay and conditions and career development opportunities. 


2 AIDS Epidemic Update. Geneva, UNAIDS, 2004. 

3 Progress Report on the Global Response to the HIV/AIDS Epidemic 2003. Geneva, UNAIDS, 2003. 

4 Progress on Global Access to Antiretroviral Therapy, an Update on 3 x 5. UNAIDS/WHO, June 2005. 

> www.who.int/3by5/en/ 

® Resource needs for an expanded response to AIDS in low and middle income countries, UNAIDS PCB meeting, 27-29 June 2005. 


Action Aid report, R Rowden et al, Changing Course—Alternative Approaches to Achieve the Millennium Development Goals 
and Fight AIDS, ActionAid, September 2005; Rowden R et al, Blocking Progress: How the fight against HIV and AIDS is 
being undermined by the World Bank and the IMF, September 2004; Investing in Development: A practical plan to achieving the 
Millennium Development Goals, www.unmillenniumproject.org 
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Access to generic medicines 


1.8. The existence of ARV drugs and diagnostics has had a radical effect on HIV and AIDS epidemics 
in the rich North. Whilst ARV medicines do not providea cure, for many people living with HIV and AIDS 
(PLWHA) they mean much longer and healthier lives. Death rates in wealthier countries have been reversed, 
and PLWHA are living relatively normal lives—returning to work, raising families and enjoying the benefits 
of longer lives. 


1.9. Approximately half of the one million people in poorer countries who receive ARV medicine rely on 
generic production*—ie unbranded medicines that are far cheaper than their patented equivalents. The 2001 
World Trade Organisation Doha Declaration on TRIPS (Trade Related aspects of Intellectual Property 
rights) and Public Health, which stated that patents should not obstruct governments from meeting public 
health needs, appeared to be a vital step in attempting to increase access to medicines. However, the 
flexibilities in TRIPS that the Doha Declaration delivered still leave considerable obstacles to access to 
medicines for poor people with HIV and AIDS in developing countries. When South Africa sought to 
legislate to improve access to cheaper medicines, the US government accused it of failing to adequately 
protect American drug patents. The US objection was directed at provisions in the proposed law that would 
allow for compulsory licences and parallel importing. Despite its proposals falling within the terms of the 
TRIPS, the South African government and parliament came under immense pressure to stop the law. It was 
only after intense campaigning that the US retreated from its position and the bill finally became law. 


1.10. The impact of these complexities and problems surrounding TRIPS will become increasingly 
apparent in the coming years as large numbers of people taking AR Vs are forced to switch to newer, “second 
line” medicines as the effectiveness of their regimes reduce. Second line medicines are four to 10 times more 
expensive than first line treatments, and almost all are likely to be patented in countries where there is the 
capacity to produce them generically. 


1.11. The problems posed by drug patenting go beyond just HIV and AIDS, and the developing world. 
For instance, there would be an impact upon developed countries’ ability to produce drugs in response to 
any pandemic, such as SARS or avian flu. 


1.12. Health ministers at the recent African Union Conference called upon trade ministers “. . . to seek 
a more appropriate, permanent solution at the WTO that revises the TRIPS agreement, and removes all 
constraints, including procedural requirements, relating to the export and import of generic medicines.”? 


1.13. The research and development needs of global public health require us to look beyond current 
arrangements that strictly encode intellectual property. A system that rewards both innovation and benefits 
to public health, rather than one that protects monopolies, is necessary, if universal access is to be achieved. 


HIV-related stigma and discrimination 


1.14. HIV remains one of the most highly stigmatised diseases in the world. Though many commentators 
argued that discrimination would decrease with greater access to treatment, there is no evidence that this 
is the case. Indeed the combined experience of members of the Stop AIDS Campaign working with local 
communities highlights just how deep and abiding HIV-related stigma and discrimination continue to be, 
fuelling misinformation, fear and loathing. 


1.15. Stigma infects government as well as communities and families. There are significant barriers to 
addressing AIDS that go beyond financing and the constraints imposed by global financial institutions. 
Many governments just cannot face the seriousness and complexity of AIDS, while some are ignoring their 
HIV-affected populations for reasons that are as much about discrimination as they are about resources. 
HIV continues to affect groups on the fringes of mainstream society—drug users, sex workers, gay men or 
men who have sex with men, young women, and street children. Governments continue to be reluctant to 
support HIV programmes that protect and value the human rights of these marginalised groups. 


Comprehensive HIV programmes 


1.16. Treatment and prevention programmes are closely interrelated. The Stop AIDS Campaign is 
increasingly advocating for comprehensive HIV programming that includes both treatment and prevention, 
as the success of one is always crucially dependent on the presence of the other; prevention programming 
is enhanced by treatment programming when services can offer people a reason to test for HIV. Support for 
HIV-treatment programmes will not be sustained if HIV infections continue to rise unchecked by scaled- 
up HIV-prevention programmes. 


8 Médecins Sans Frontiéres, 2005. 
° Third World Network, Martin Khor, Jmpasse on talks on TRIPS and Health “permanent solution”, Geneva, 26 October 2005. 
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Access and equity 


1.17. WHO’s 3 by 5 initiative has raised expectations that treatment could reach people in many of the 
hardest hit countries. The costs of testing and treatment are beyond the reach of the very people who are 
often the most vulnerable. Early studies of programmes that charge patients show clear barriers for poor 
and marginalised people, as well as greater levels of treatment interruption and poor compliance as patients 
struggle to find money for medicines each month.'° A global commitment to access and equity in HIV 
treatment must also be a commitment to free treatment. 


1.18. Children who are HIV-positive largely respond very well where they have access to ARVs. However 
very few children have access to treatment, and the case for attention on this issue is urgent. Suitable and 
affordable ARVs are vital, but this requires childrens’ needs becoming more of a priority in research and 
development. HIV programmes must keep a focus on the needs of families and children when supporting 
people to stay on treatment. 


Supporting the role of civil society in treatment scale-up 


1.19. Communities hit hard by HIV and AIDS require support and resources to sustain and expand the 
response to the epidemic. Many non-governmental and community-based organisations are engaged in this 
effort, advocating for access for marginalised people, educating communities, and improving support for 
patients. The skills to do this already exist in communities heavily affected by HIV and AIDS. Any successful 
strategy to deliver universal access must utilise and support community-based strengths. 


2. POLITICAL LEADERSHIP 


UK government 


2.1. The Stop AIDS Campaign welcomes the UK government’s leadership on HIV and AIDS at the G8 
summit this year. It demonstrated significant political leadership in negotiating the G8 commitment to 
achieve “as near as possible universal access to treatment by 2010,” which is the best and boldest HIV- 
treatment target the world has seen in more than 20 years of the pandemic. The scale of the epidemic 
demands leadership of this standard and more to see these commitments turned into action. 


2.2. As the current holder of the European Union presidency, the UK must maintain this momentum by 
ensuring the EU increases its political and economic commitment to both universal treatment and 
progressive prevention programming. 


2.3. We welcome the UK’s advocacy to protect evidence-based HIV-prevention programmes in the face 
of growing pressure from the US to adopt approaches that undermine prevention, specifically through 
decreased availability to condoms. 


UK Department for International Development (DFID) 


2.4. The Stop AIDS Campaign welcomes and endorses DFID’s HIV strategy, Taking Action, but has 
growing concerns about the translation of its commitments at country level. Many of our partners are 
experiencing problems with DFID’s in-country delivery, finding DFID offices are not yet oriented towards 
comprehensive HIV programming, let alone a concern to reach universal access to treatment by 2010. 


2.5. The campaign is concerned that DFID’s spending, particularly the monies that accompanied Taking 
Action, be directly and transparently spent on comprehensive HIV programming in countries with high rates 
of HIV infection, in particular in southern Africa. DFID needs to use a variety of innovative delivery 
systems for its assistance if it is to reach the universal access target. Its programmes must show how they 
support shared commitments to meet UN objectives as articulated at UNGASS. 


UN agencies 


2.6. UNAIDS is responsible, with WHO, for developing the technical and operational guidance to make 
universal treatment access possible. Building on the successes of WHO’s 3 by 5 programme, the Stop AIDS 
Campaign stresses the urgency of cooperative work between UNAIDS and WHO towards universal access. 


2.7. The G8 and other governments need to maintain a sense of urgency and accountability, and bring 
political pressure to debates about financing and strengthening healthcare services. But the blueprints for 
implementing universal access are the responsibility of UNAIDS and the WHO. Good data collection will 
be essential to ensuring that universal access is achieved. 


'0 “Free access at the point of service delivery”, WHO policy position and background papers (in press), 2005. who.int/3by5 
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3. WHAT THE UK GOVERNMENT SHOULD DO TO INCREASE ACCESS TO ARV TREATMENT 
3.1. Maintain global leadership, ensuring the commitment to universal treatment access by 2010 made 
at July’s G8 summit is put into action. 


3.2. Increase UK government funding for HIV and AIDS programmes in order to address part of the 
US$18 billion global resource shortfall, projected over 2005—7. 


3.3. Ensure that IMF and World Bank policies do not restrict the increased spending on healthcare that 
is required to achieve universal treatment access. 


3.4. Reorganise DFID programmes so that they promote the rapid growth of comprehensive HIV 
programmes in high prevalence countries. 


3.5. Continue to support evidence-based HIV prevention, linked to treatment and stigma reduction. 


3.6. Demand swift, efficient and cooperative leadership from UN agencies as they develop operational 
and technical plans towards reaching the universal treatment target. 


3.7. Work with WHO and UNAIDS to issue an international policy statement supporting free access to 
treatment. 


3.8. Ensure that the TRIPS agreement at the WTO is not a barrier to accessing essential medicines 
(including ARVs) at affordable prices. 


3.9. Provide technical assistance to developing country governments to ensure ARVs are available and 
accessible universally. 


3.10. Explore better mechanisms for financing research and development to ensure greater public health 
gains in developing countries. 


November 2005 


Memorandum submitted by the Agency for Cooperation and Research in Development (ACORD) 


ACORD is an Africa-led international organisation working for social justice and equality in sub- 
Saharan Africa. 


ACORD was founded in 1975 and our focus was and remains on giving a voice to the most marginalised 
and underprivileged populations—the displaced, members of minority ethnic and religious groups; 
pastoralist communities; widows; child-headed households, and so on. 


ACORD has been working on HIV/AIDS issues for over a decade, primarily in the field of prevention, 
but increasingly in the area of care and treatment. 


ACORD?’s response to the Committee’s inquiry concentrates on the following three areas: 
— The delivery of ARVs in resource-poor settings. 
— Gaps in treatment for vulnerable groups. 


— The balance between prevention and treatment. 


1. DELIVERY OF ARYS IN RESOURCE-POOR SETTINGS 


In many parts of Africa, close to 80% of the population still live in the rural areas. Yet, services tend to 
remain concentrated in the capital and other large urban centres. This centralisation of services constitutes 
one of the biggest challenges in terms of ARV delivery in the predominantly resource-poor settings of sub- 
Saharan Africa. 


Key problems include: 
1.1 Limited access to information in rural areas: 


According to reports received from ACORD staff in the countries where ACORD operates 
(approximately 20 countries in sub-Saharan Africa), most people living outside the main urban centres have 
not heard of ARVs. The main source of information about ARVs are Voluntary Counseling and Testing 
Centers, Faith-Based Organizations, NGOs and CBOs providing care and support for people living with 
HIV/AIDS PLHAs, which are mostly found in urban or peri-urban areas. 


Owing to lack of accurate information, misconceptions about ARVs are still widespread. For example, 
according to reports from Tanzania, many people infected by HIV fear that taking ARVs will make them 
worse and may result in sudden death. In addition, few people have access to clear and accurate information 
about the correct use of ARVs and/or criteria for eligibility (based on CD4 count) 
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Case Study Tanzania 


The Tanzania Care and Treatment Plan (2003-08) plans to reach 432,000 PLHAs by 2008 and monitor 
and track disease progression of the 1.2 million HIV positive people not eligible for HAART. 


Under the terms of the Plan, Council Multi-Sectoral Committees (CMACs) were established in 2003 in 
order to guide responses at the District level and to play a role in resource allocation based on local needs. 
To date, these Committees remain divorced from national level decision-making processes. For example, 
fewer than 20% of the CMACs in the Lake Zone of Tanzania know anything about the treatment plan. 


Up to July 2005, only 96 out of 126 districts had been reached. The Ministry of Health Plans to enroll a 
further 106 health facilities, however these plans depend entirely on external funding. Even if local level 
facilities are built, their ability to serve the populations of marginal areas will be severely undermined by 
the lack of prevention, counselling, VCT, trained health facility staff and the overall infrastructure linked 
to supplies. 


1.2 Limited drug availability outside urban areas 


On the whole, despite government plans to scale up and decentralise services, most ARV facilities are 
located in district hospital and/or private health facilities. Rural areas, where the large majority of the 
population is based, are yet to be reached in many countries 


1.3 Very weak infrastructure 


There are very few health facility staff trained in ARV management; there are not enough trained 
counselors; and there are not enough prescribing doctors. For example, ACORD offices in the Democratic 
Republic of Congo report that in the Eastern Province, there are fewer than 10 prescribing doctors. There 
is also a shortage of laboratory facilities for biological control tests. 


1.4 Lack of a supportive environment 


Most PLWHAsare not able to disclose their status due to stigma and discrimination, so they lack support 
from the family. 


1.5 Cost of ARVs 


Despite the fall in prices of ARVs, the price is still prohibitive for most people in sub-Saharan Africa. For 
example, in DRC, generic drugs have been available since 2002 bringing down the price of drugs from $58 
per month in 2002 to $29 currently. However, given that the average monthly salary is in the region of $15 
per month, few people can afford even this reduced price. 


2. VULNERABLE GROUPS 


ACORD programmes are based in areas hardest hit by conflict, drought, poverty and so on. While HIV 
vulnerability in such areas is extremely high, they are usually among the worst served in terms of ARV 
services and treatment. 


One of the main problems relating to ARV delivery affecting poor communities is the Jack of access to an 
adequate diet. This seriously undermines the benefits of ARVs. Other vulnerable communities, such as 
nomadic pastoralists living in remote areas, are also poorly served and access to information and services for 
these groups is virtually non-existent. 


Even where services do exist, vulnerable groups are more likely to be affected by disruptions and problems 
related to supply and service provision. For example, between April and June 2005, the supply of drugs to 
facilities in Mwanza City, the second largest town of Tanzania, were cut off. PLHAs from resource-poor 
households both in the urban and rural areas were most affected. 80 women PLHAs supported by ACORD 
had their supply discontinued. Mothers eligible for PCMCT were also badly affected. 


3. BALANCE BETWEEN PREVENTION AND TREATMENT 


The increased availability of treatment has had a positive impact on some aspects of prevention, in 
particular the use of testing facilities and readiness of people to find out their sero-status. None the less, the 
general impression given by ACORD offices is that the balance has been tipped in the direction of treatment 
to the detriment of prevention efforts. The heavy reliance of most African governments on external funding 
for ARV initiatives means that they tend to conform to donor priorities, which in the case of many donors 
(particularly the US) are in the area of treatment. As a result, many governments are failing in their duty to 
develop clear strategies for balancing prevention and treatment in line with local and national needs and 
priorities. 


Stigma and discrimination continue to undermine both prevention and treatment efforts and increased 
resources and efforts need to be directed at the development of stigma-reduction strategies directed at every 
level of society, including individuals, communities, service providers, local and religious leadership 
structures, and others. 
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4. ACORD RESEARCH UNDERWAY ON ARV DELIVERY FOCUSING ON MARGINALISED AREAS AND GROUPS 


ACORD is currently carrying out research looking at the delivery of ARVs to marginalised communities 
in Burkina Faso. The research will provide insights into aspects relating to delivery of services and 
information, but will also yield information about the perspectives of PLHAs themselves and how access 
to ARVs has affected their livelihoods, the family income, intra-household relations, community-level 
stigma and so on. The findings of this research will be disseminated at the forthcoming ICASA Conference 
in Abuja, December 2005. They will also be posted on ACORD’s website: www.acord.org.uk 


In 2006, ACORD is also planning to carry out similar research in other countries where it works, 
including Rwanda, Tanzania and possibly Mozambique. 
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Memorandum submitted by Professor Tony Barnett, London School of Economics 
This brief note covers the following areas of relevance to the deliberations of the Select Committee: 
1. The lessons of 3x5. 


2. Long term considerations of ARV therapy: resistance, paediatric provision and the next generation of 
medications. 


3. DFID accountability and monitoring. 
4. Policy coherence across Whitehall. 


Observations are kept purposely brief to facilitate consideration by the members of the committee. One 
document is appended for information in relation to para 12.!! 


1. The lessons of 3x5; this was always an over-ambitious target. It has not been met but the slogan served 
a useful motivational purpose. We have learned from the experience that introduction of ARVs in resource 
poor settings can be done but that the process is heavily dependent upon local health infrastructures. 
Experience in some poor communities, notably in Khayelitsha in South Africa under the auspices of 
Médecins sans Frontiéres and in Haiti under the auspices of Partners in Health, demonstrates that in very 
special circumstances such programmes: 


(a) provide a motivation for HIV-positive people to be aware of their status: whereas without 
treatment as an option, knowledge that one is HIV-positive can be seen as offering little more than 
stigmatization; 


(b) promote openness and reduces stigma, as HIV is no longer an inevitable death sentence; 
(c) can fuel educational initiatives supported by a pool of HIV-positive people open about their status; 


(d) improves the morale of health care workers who can offer something beyond temporary treatment 
for opportunistic infections; 


(e) help to keep families intact and economically stable, thereby protecting the most vulnerable 
(women and children) and minimizing at-risk populations. 


2. There can be no doubt that such outcomes are desirable and the committee’s attention is particularly 
drawn to para 1(e) above. The point is that the long term benefits of such interventions are very great indeed. 
They point not only to the returns to the individual in terms of improved health in increased life expectancy, 
but also to the implications of such interventions for among other things: orphaning averted, 
intergenerational support systems maintained, transmission of knowledge between generations, improved 
socialisation of children, returns on educational investment and many other areas of what may broadly be 
described as “investments”. 


3. In addition, the overall level of happiness is improved. Use of this term may surprise some committee 
members but recent developments in welfare economics now suggest that such a variable may be a useful 
measure of returns on investment. In addition, very recent fieldwork in South Africa indicates that people 
there are well able to relate to this concept in considering the negative effects of the epidemic and the 
potential returns to interventions such as micro-finance provision. 


4. An additional indication from recent fieldwork is that people in South African communities 
(specifically in Limpopo Province) were well aware of another area of HIV/AIDS impact that could be 
relieved via effective AR V programmes: the loss of the various types of essential but unpaid labour that goes 
on in any community, glues it together and takes it forward. This is usually omitted from standard economic 
analyses of the returns to investments. In this case, respondents identified such contributions that they had 
personally experienced as serious community losses, the deaths of: the choirmaster and of the pastor from 
the Zionist Christian Church. They pointed in each case to the role such people play in mobilisation of 
community action, the creation of local level public goods and counselling people about how to deal with 
personal problems. 


11 “HTV/AIDS: sex, abstinence, and behaviour change”, Lancet Infectious Diseases, September 2005. Copy placed in the Library. 
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5. The significance of the preceding is that inevitably the returns to successful investments in ARVs are 
much greater than formal economic analysis reveals when it limits itself to financial or proxy financial 
criteria for evaluation. 


6. However, we have also learned from 3x5 that the mode of introduction of ARVs is very sensitive to 
(a) local heath infrastructure (b) levels of poverty in the community. Two examples will suffice. In Nigeria, 
in Benue State, potential demand for such treatments is very large indeed but on the ground observation 
suggests that there is little realistic expectation that such provision can be effective in the context of the state 
medical system (local DFID staff can probably update on this). In Uganda where the health infrastructure 
is superior to that in Nigeria, provision of ARVs is moving on apace and many centres now offer such 
services. The problem is one of effective demand. Research in Kyebe village a year ago revealed a 
representative case: a woman in her 40s who is probably ready to enter treatment (I have followed her life 
from time to time since 1989). She has five children under 12 and survives by cultivating a smallholding and 
has no significant cash income. Her problem was how to raise the 70 pence she requires each month to take 
her to the nearest treatment centre, where to stay when she arrived there and how to pay for a treatment 
partner to accompany her. In other words, poverty makes it impossible for her to effectively demand 
treatment. If she dies her children will be orphaned with all the attendant long term sequelae. 


7. Long term considerations of ARV therapy: resistance, paediatric provision and the next generation of 
medications: A major problem in ARV provision in these circumstances is the emergence of viral resistance. 
This can take two forms: 


(a) acquired resistance where the viral population in an individual becomes resistant to the treatment 
regimen; and 


(b) transmitted resistance where an individual is infected by an already resistant version of the virus. 


The former is quite common (about 27% of people on treatment in the UK under excellent clinical 
conditions experience some form of acquired resistance requiring changes in treatment regimen), the latter 
is currently rare but some cases have been reported. 


8. The danger is that in resource poor settings acquired resistance could become more common and make 
a contribution to increased epidemics of transmitted resistance. This process is poorly understood but it has 
to be taken into account very seriously in any deliberations. 


9. The safest view to adopt is probably that given such possibilities we probably have an ARV window 
of opportunity of at most 10 years before it is possible that the epidemic will reassert itself in some regions 
(particularly in Africa) through the appearance of drug resistant infections. It is therefore of the utmost 
importance that we do not assume that we can move forward steadily into the sun-lit uplands of ARV 
treatments as a “solution”. We need to be thinking ahead to a possible next round of epidemic with all the 
problems of impact and impact mitigation (of which we still know very little and have learned even less over 
the last 30 years). This should be a high priority for DFID. 


10. With regard to paediatric provision, the state of knowledge of such provision in poor countries is 
quite limited and more effort is required. 


11. There are new ARVs on the horizon: we need to be thinking now about how to make sure they will 
be made available for resource poor settings and should engage with the development process early on to 
ensure that issues of prices, generic production and suitability for viral strains and treatments conditions are 
taken into account at the design stage rather than as an add on to medications produced for use under 
optimal conditions in rich countries—the new injectable drug Fuseon (Roche Pharmaceuticals) is a case 
In point. 


12. The balance between prevention and treatment: we should recognise (a) that we do not understand 
what happened in the two “successes” in Africa—Uganda and Senegal. We have some good hypotheses. By 
and large prevention has failed. (b) It has failed because we have really not untangled the complex causalities 
as between individual behaviour change and its impossibility in circumstances of great poverty where 
survival sex enters into the equation. Attached paper discusses these issues in more detail!? (Barnett and 
Parkhurst, Lancet Infectious Diseases, September 2005). 


13. Accountability and monitoring: there is no doubt that DFID was highly motivated in its response to 
the largely negative National Audit Office report on its engagement with HIV/AIDS issues. There is 
currently no clear indication that its proposed evaluation method will really reveal whether it is being 
effective in this field. In many respects the efforts of DFID are likely to be compromised by (a) inappropriate 
evaluation methods which fail to take full account of the specificities of the epidemic (b) poor use of excellent 
human resources within the organisation as responses to cost saving demands. The effect of this is to ensure 
that people with years of experience are often expected to multi-task to a degree where there is loss of 
institutional memory and resulting inefficiency. Careful use of resources does not come cheap and it is my 
judgement that within DFID the effective cost saving margin in relation to this field was passed several 
years ago. 


2 Ibid. 
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14. Policy coherence across Whitehall: the most disgraceful policy incoherence exists between the Home 
Office IND and DFID. We are sending people back to Africa who are currently on ARVs in the UK. Apart 
from human rights issues, such people are then likely to develop acquired resistance as their viral loads 
increase as they cease to be able to access treatment. They are then likely to pass on resistant virus. This is 
an area of policy where the Select Committee should give serious thought. UK Government policy with 
respect to ARV treatment for illegal immigrants, people awaiting the outcome of asylum appeals, and others 
in similar circumstances is often contradictory to the aims of overseas development. 
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Memorandum submitted by Help the Hospices 


1. UK forum members aim to improve the extent and quality of hospice and palliative care in developing 
countries in particular. The membership now comprises over 200 individuals and organisations working in 
the UK to support hospice and palliative care provision overseas. The UK forum aims to have a facilitative 
and enabling role that covers the development of a UK network of interested people and organizations; 
creating a funding structure to support hospices overseas; Facilitating twinning arrangements; a training 
and education programme and an information-giving and influencing role. The UK forum is part of Help 
the Hospices. 


2. Addressing the HIV/AIDS pandemic: what are the priorities in 2006? 


2.1 We would like to see more of a balance of priorities to include palliative care. Palliative care is also 
not just about giving painkillers or end of life care, both of which are important and vital. It is also, however, 
about the support and empowerment of the patient and family through the provision of that care, treatment 
and information. Increasingly palliative care in HIV/AIDS is being delivered by community home based 
teams of workers who have received basic training in physical care and communication skills and who work 
under the supervision of a trained nurse. The role of such workers is to: 


(a) Identify patients in need of palliative treatments (eg pain killers, anti-fungal therapy, nursing 
care) and 


(b) Support and empower the carer/family by: 
— Teaching them basic caring skills, 
— Giving information of what is happening and what to expect and 
— Giving reassurance of continued support. 


(c) Provide education and prevention of further spread of HIV. Many teaching opportunities arise 
when helping relatives to care for a patient. 


(d) Monitoring patient compliance and side effects. This model has particular possibilities for 
integrating care and making good use of resources in the rolling out of the ARV programmes. 


(e) Linking with other agencies by identifying families in need of financial/welfare assistance. 


(f) Support in bereavement issues eg starting “Memory Boxes” with children of dying parents to 
ensure that the child has some tangible memories, eg by taking photographs or helping illiterate 
patients write letters. 


3. International targets for ARV provision—Lessons learnt from the WHO 3x5 initiative; The G8& 
commitment to universal ARV provision by 2010; UNAIDS strategy to achieve the 2010 goal 


3.1 The UK forum for hospice and palliative care worldwide supports the role of anti retrovirals (ARVs) 
in HIV/AIDS programmes. However, we note that the delivery of ARVs to all people with HIV/AIDS in 
programmes such as WHO 3 x 5 is problematic for a variety of reasons, and that ARVs is not effective for 
all patients. In particular, even when ARVs are available, some will not be able to maintain or access 
treatment because of health care delivery systems for example. 


3.2 We call for the provision of palliative care to improve the quality of life for those who are ill or dying. 
Palliative care should not be seen as an alternative to the provision of ARVs, or a service for those who 
cannot access ARVs, but rather viewed as part of a continuum of care for people with HIV/AIDS 
throughout the course of their illness, whether or not they are able to access, or tolerate, ARVs. We call for 
the provision of hospice and palliative care as part of treatment and management of HIV/AIDS. 


4. The UK contribution 


4.1 UK government’s Department for International Development (DFID) HIV and AIDS treatment 
and care policy mentions palliative care but it has been disappointing to witness the minimal attention paid 
to palliative care by DFID. This omission has been a missed opportunity to promote excellence in patient 
care. The vital role of palliative care as an essential component of the continuum of quality, integrated 
management of HIV disease is not being recognised. As stated above, in the era of antiretroviral therapy, 
it is important for a number of reasons that palliative care is widely available from diagnosis through to 
bereavement as 


(i) Pain and symptoms are experienced throughout the disease trajectory. 
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(ii) Antiretroviral therapy is associated with significant side effects that need to be managed to 
maintain adherence and maximize quality of life. 


(iii) Access to antiretrovirals is limited globally. Therefore terminal care, the historically defining 
element of palliative care, is still necessary. 


(iv) Fourthly, as life expectancy increases, co-morbidities, particularly cerebrovascular disease, end 
stage liver disease, and malignancies are increasingly apparent. 


4.2 We would like to see DFID policy and practice on HIV/AIDS include the following: 


— Advocate for Palliative care to be part of government’s health or national HIV/AIDS strategic 
plans. 


— Support training for policy makers, health professionals, community health workers, patients and 
their families. Everyone concerned needs to understand the basic principles of palliative care and 
how it can be delivered. 


— Facilitate availability of pain-relieving drugs and antibiotics. In countries like Kenya, Malawi and 
Zambia, strong painkillers (opioids) are not accessible or are only imported under very tight 
restrictions. The causes of pain in HIV/AIDS vary, and include pain due to the illness itself, 
abdominal pain or peripheral neuropathy. However, opportunistic infections—like Herpes zoster 
infection or meningitis—can also cause pain, as can tumours, like Kaposi’s sarcoma. Many HIV/ 
AIDS patients can also suffer from back pain, arthritic pain and rheumatic pain. Consequently, 
morphine and other opioids are vital for pain control. 
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Memorandum submitted by the International Planned Parenthood Federation (IPPF) 


SUMMARY OF RECOMMENDATIONS 


1. IPPF recommends that existing SRH infrastructure is used to deliver ARVs. 


2. IPPF recommends that International Funding Structures recognise the role that SRH organizations 
can play in ARV delivery (in particular) and in health system strengthening. 


3. IPPF recommends that there is greater control over the quality of ARVs provided. 
4. IPPF recommends that donors ensure there is a continuous supply of ARVs. 


5. IPPF recommends that all prevention and treatment activities need to account for those who are 
HIV positive. 


6. IPPF recommends that all prevention activities need to be evidence based when targeting vulnerable 
populations. 


7. IPPF recommends that ABC as a prevention strategy is revised. 


8. IPPF recommends that prevention and treatment are seen as linked and mutually supporting activities. 
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BACKGROUND ON THE INTERNATIONAL PLANNED PARENTHOOD FEDERATION 


1.1 The International Planned Parenthood Federation (IPPF) is a global network of 149 Member 
Associations working in 183 countries and is the world’s foremost voluntary, non-governmental provider 
and advocate of sexual and reproductive health and rights. 


1.2 IPPF aims to improve the quality of life of individuals by campaigning for sexual and reproductive 
health (SRH) and rights through advocacy and services, especially for poor and vulnerable people. We 
defend the right of all young people to enjoy their sexual lives free from ill-health, unwanted pregnancy, 
violence and discrimination. We support a woman’s right to choose to terminate her pregnancy legally and 
safely. We strive to eliminate sexually transmitted infections and reduce the spread and impact of 
HIV/AIDS. 


1.3 IPPF’s strategy on HIV/AIDS aims to reduce the global incidence of HIV/AIDS and to protect the 
rights of those infected and affected. The four specific objectives towards delivering this strategy are: 


(i) to reduce social, religious, cultural, economic,“legal and political barriers that make people 
vulnerable to HIV/AIDS, 


(ii) to increase access to interventions for prevention of HIV/AIDS/STIs through integrated, gender- 
sensitive and rights-based SRH programmes, 


(ili) to increase access to care, support and treatment for people infected and support for those affected 
by HIV/AIDS, and 


(iv) to strengthen the programmatic and policy linkages between SRH and HIV/AIDS. 


We therefore submit this Memorandum to highlight issues and recommendations gained through our 
experience. 


IPPF’s RESPONSE TO THE CALL FOR EVIDENCE 


Addressing the HIV/AIDS Pandemic: what are the priorities in 2006? 


2. The importance of the policy and programmatic linkages between SRH and HIV/AIDS needs to be 
reflected in any response to the HIV/AIDS pandemic. The majority of HIV infections are sexually 
transmitted or associated with pregnancy, childbirth and breastfeeding. The interactions between SRH and 
HIV/AIDS are now widely recognised by the international community.!? In addition, sexual and 
reproductive ill-health and HIV/AIDS share root causes, including poverty, gender inequality and social 
marginalization of the most vulnerable populations. The international community agrees that the 
Millennium Development Goals will not be achieved without ensuring access to SRH services and an 
effective global response to HIV/AIDS. 


Issue: The delivery of ARVs in Resource-poor settings 


IPPF recommendations: 


3. Existing SRH Infrastructure. 


3.1 Resource poor-settings frequently lack the existing infrastructure to be able to deliver ARVs (both 
clinics and staff) and a further consequence of being resource-poor is that they are unable to build new 
infrastructure. 


3.2 IPPF urges the UK government to support the ARV capacity of SRH organisations. Many resource 
poor countries, especially in Sub-Saharan Africa, already have an existing network of Family Planning 
clinics and Associations (as part of the global IPPF network) that provides an under-utilised resource 
capable of providing ARV delivery. Current work by our IPPF Member Associations in Kenya!‘ (the 
Family Planning Association of Kenya) and the Dominican Republic (Associacion Dominicana Pro- 
Bienestar de la Familia) demonstrates how this existing infrastructure and personnel can be used to great 
effect in the delivery of ARV programmes within an SRH setting. 


This forms part of wider recognition within the SRH and HIV/AIDS communities about the benefits of 
integration of SRH and HIV/AIDS policy and programmes.'* DFID documents recognise the importance 
of these linkages!® in tackling the HIV/AIDS epidemic and in supporting SRH services generally.'!’ The UK 
government should apply this principle of linking SRH and HIV/AIDS to delivering ARVs. 


'3 The Glion Call to Action, The New York Call to Commitment and A Framework for Priority Linkages (UNAIDS/UNFPA/ 
WHO/IPPF—available from www.ippf.org and see Appendix 1) (copy of Appendix 1 placed in the Library). 

'4 An independently commissioned case study by the United Nations Population Fund (UNFPA) has been written on the project 
run by the Family Planning Association of Kenya (see Appendix 2—copy of Appendix 2 placed in the Library). This highlights 
the pioneering work being done by our Member Association in Kenya in integrating SRH and HIV/AIDS services. 

'S See “A Framework for Priority Linkages” (IPPF/UNAIDS/UNFPA/WHO, November 2005) available from www. ippf.org— 
the document provides a framework for key policy and programme actions to strengthen the linkages between sexual and 
reproductive health and HIV/AIDS programmes. 

'6 DFID, “Sexual and reproductive health and rights, a position paper” (July, 2004), p 7 and UK Government “Taking Action, 
The UK’s strategy for tackling HIV and AIDS in the developing world”, p 43. 

'7 DFID, “Sexual and reproductive health and rights, a position paper” (July 2004), p 17. 


Ev 44 International Development Committee: Evidence 


IPPF recommends that existing SRH infrastructure is used to deliver ARVs 


4. International Funding Structures. 


4.1 International HIV/AIDS funding structures, like the Global Fund to fight AIDS, Tuberculosis and 
Malaria (GFATM) do not act on the linkages between SRH and HIV/AIDS. We recommend making SRH 
issues a requirement of the GFATM funding proposals would ensure stronger linkages between the two 
sectors. 


Recent research by IPPF has highlighted the difficulties our Member Associations (SRH clinics) face in 
becoming involved in the country level bodies of the GFATM—because they are seen by some as not 
“conventional” HIV/AIDS (ie organisations that solely focus on HIV/AIDS or have been heavily associated 
with HIV/AIDS in the past) organisations or as “competition”. 


4.2 IPPF urges the UK government to advocate for the greater involvement of, and access to, SRH 
organisations within international funding structures like the GFATM (This could be through advocating 
for the inclusion of SRH as a requirement (not a recommendation) for funding). 


IPPF recommends that International Funding Structures recognise the role that SRH organizations can 
play in ARV delivery (in particular) and in health system strengthening 


5. Quality of ARVS. 


5.1 In some contexts governments are purchasing supplies of ARVs based solely on cost considerations 
rather than quality considerations. These concerns have been noted in Argentina, Venezuela and Brazil. 
This can lead to ineffective drugs being supplied to People Living With HIV/AIDS (PLWHA). 


5.2 IPPF urges the UK government to advocate for greater control over the quality of ARV drugs 
supplied in resource-poor settings 


IPPF recommends that there is greater control over the quality of ARVs provided 


6. A Continuous supply of ARVs. 


6.1 Concerns have been expressed over the lack of continuous supply of ARV drugs in some resource- 
poor settings. Inadequate donor funding can lead to disruption of drug supply to PLWHA—complicating 
treatment and leaving people without proper care. This has been noted in Guatemala and Jamaica—where 
lack of finance has led to ARV supply disruption. 


6.2 IPPF urges the UK government to ensure there are reliable and constant funding streams to ensure 
a continuous supply of ARVs. 


IPPF recommends that donors ensure there is a continuous supply of ARVs 


Issue: Prevention and treatment: achieving a balance 


IPPF recommendations: 


7. Accounting for those who are HIV Positive 


7.1 Conventional prevention activities have usually focused on the needs of HIV negative people, yet this 
ignores the SRH needs and rights of PLWHA. Positive prevention refers to a set of actions that help 
PLWHA protect their sexual health, avoid other STIs, delay HIV/AIDS disease progression, and avoid 
passing HIV infection to others. 


7.2 IPPF urges the UK government to ensure that all prevention and treatment activities include policy 
and programmatic reference to the SRH needs and rights of PLWHA, and recognise their crucial role in the 
epidemic. 

IPPF recommends that all prevention and treatment activities need to account for those who are HIV 
positive 


8. Evidence based prevention activities. 


8.1 Many prevention activities have focussed on broad messages that do not account for the specific 
needs of certain marginalized and vulnerable populations. These could, in different regional and national 
settings, be Men who have Sex with Men (MSM), Intravenous Drug Users (IDUs) and their partners, or 
sex workers and their partners. Inappropriate prevention programmes can mean those who most require 
services do not receive them. IPPF recognises the UK government is promoting the need to support 
vulnerable populations and rightfully raises the issues of affordability, stigma and discrimination—all 
barriers to effective action,'*yet prevention and treatment programmes also need to be designed to cater for 
the needs of marginalized and vulnerable populations. 


'S UK Government “Taking Action, The UK’s strategy for tackling HIV and AIDS in the developing world”, p 48. 
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8.2 Prevention and treatment programmes need an evidence based approach to designing policies and 
programmes—vulnerable populations have rights and specific needs that need to be addressed. 


IPPF recommends that all prevention activities need to be evidence based when targeting vulnerable 
populations. 


9. Revision of ABC. 


9.1 ABC—Abstain, Be Faithul, Use a Condom—has been promoted by many agencies as a prevention 
strategy. However as a strategy it does not provide universal protection. Many young women and girls have 
no control over condom use or their age of sexual debut, making abstinence for some an impossiblility. 
Marriage is also not a protective factor for many—in some areas married women are more likely to become 
infected than their unmarried counterparts.'? Consequently, as a strategy, ABC is not protecting many 
young women and girls. 


9.2 IPPF urges the UK government to support efforts to find an alternative message to ABC. 
IPPF recommends that ABC as a prevention strategy is revised. 


10. Prevention and treatment are linked. 


10.1 Prevention and treatment activities are mutually beneficial—for example—treatment of STIs acts 
to reduce vulnerability to HIV and therefore acts as a mode of HIV prevention. This is further recognition 
of the linkages between SRH and HIV/AIDS. The most efficient response would discuss prevention and 
treatment in terms of links (and thus see them as mutually supporting), instead of discussing them in terms 
of “balance” (which would in some ways see prevention and treatment as mutually exclusive). 


10.2 Recognition of this synergy would lead to a more efficient use of resources and greater levels of both 
prevention and treatment. This refers again to the beneficial linkages between SRH and HIV/AIDS. 


IPPF recommends that prevention and treatment are seen as linked and mutually supporting activities. 
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Memorandum submitted by Merck & Co Inc 


SUMMARY 


1. Merck has been heavily involved in HIV/AIDS programmes across the world. Throughout Merck’s 
involvement in such projects, we have developed a valuable understanding of what factors make a 
programme work, what local barriers need to be overcome, and where improvements for future work need 
to be made. 


2. Our participation in programmes alongside governments and the voluntary sector allow us to provide 
evidence to the Committee on how HIV and ARV projects work in practice. Our submission details the 
lessons we have learnt, and which areas must be improved. 


3. In our submission, we identify the key practical steps that together can achieve target seven of the 
Millennium Development Goals. HIV/AIDS programmes must be country-led and require high level 
political support from domestic governments if they are to succeed. Schemes cannot be effectively imposed 
on nations if they are to deliver improved care for patients. Partnerships have a crucial role—a link up 
between government, voluntary organisations and industry will deliver considerably more than the sum of 
the parts. Also of critical importance is ensuring a balance between provision of ARVs, availability of 
testing, tackling stigma, and overcoming other social barriers. 


4. We also identify specific work streams which are critical to improving ARV delivery. These include 
increasing local capacity, including recruitment and training of health professionals, and improving the 
infrastructure for healthcare provision. 


5. There is a need for HIV/AIDS programmes to take full account of the different service needed for 
children, and devising methods of engaging with entire families affected by HIV are necessary to increase 
adherence rates amongst young patients. 


6. While the focus of this Select Committee inquiry is the provision of ARVs, it is right that the balance 
between treatment and prevention is included in the areas of focus. Merck is a strong advocate of prevention 
strategies—individuals knowing their HIV status is one of the most important steps that can be taken to 
improving prevention rates. 


'9 See Staneki, K (2002) The AIDS pandemic in the 21st Century. Draft report. US Census Bureau, July 2002— 
http://www.dec.org/pdf_docs/PNACP816.pdf 
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7. Finally, we offer some thoughts on where current schemes, including those in which we are involved, 
are not providing the results needed. Dealing with the stigma of HIV, and utilising the network of traditional 
healers are particular areas which programmes are not sufficiently utilising. 


INTRODUCTION 


8. Merck & Co., Inc welcomes the opportunity to submit written evidence to the International 
Development Select Committee inquiry into the provision of anti-retrovirals. 


9. Asa research driven pharmaceutical company, Merck is committed to improving people’s health and 
access to healthcare and medicines. The company’s primary role in addressing the challenge of HIV/AIDS 
throughout the world is a commitment to discovering, developing and distributing new HIV/AIDS 
medicines and vaccines. Having already discovered two widely used HIV/AIDS treatments, CRIXIVAN 
(indinavir sulphate) and STOCRIN (efavirenz), we continue to search for more effective anti-retroviral 
treatments and simplified dosing of current treatments. We also have a research program devoted to finding 
a safe and effective HIV vaccine, with a candidate now in a phase II proof-of-concept trial (in collaboration 
with the HIV Vaccine Trials Network). Merck is also committed to making our medicines more accessible, 
whilst helping to build the capacity to enable medicines to reach those who need them. 


10. Merck has long been a pioneer in developing public-private partnerships to foster access to medicines 
and vaccines in developing countries around the world. Our efforts to address global health care challenges 
go beyond the research and development of medicines—our primary contribution—to seeking out and 
supporting partnerships that provide disease education, prevention and care and help to foster sustainable 
access to medicines in the developing world. Public-private partnerships that combine public sector support 
with targeted private sector resources can radically increase people’s access to international standards of 
care. When the right policies are in place, and with the right commitment, it is possible to make great strides 
in the access to treatment and care for people living with HIV/AIDS. 


11. The African Comprehensive HIV/AIDS Partnership (ACHAP), initiated in Botswana in 2000, is the 
first comprehensive HIV/AIDS prevention and treatment programme ever undertaken in Africa. Merck 
works in partnership with the Government of Botswana and the Bill & Melinda Gates Foundation to build 
institutional and management capacity, strengthen Botswana’s health care system, promote behaviour 
change and support grassroots efforts to tackle HIV/AIDS. Merck and the Gates Foundation each pledged 
$50 million to ACHAP to support, develop and finance effective, sustainable and locally driven HIV/AIDS 
programmes. Merck is also donating its ARV medicines for the Botswana government’s national treatment 
programme. 


12. Merck is also involved in a series of other HIV projects. In May this year, Merck announced a new 
public-private partnership with China’s Ministry of Health that will provide HIV/AIDS prevention, patient 
care, treatment and support in Liangshan Prefecture, Sichuan Province. We have also been working with 
the Romanian government since 1997 to increase access to treatment and care for thousands of Romanian 
children and adults living with HIV/AIDS; as a result of this collaboration, Romania is now one of the few 
countries in the world able to provide universal access to antiretroviral treatment to those HIV-positive 
people who require it. 


13. Merck makes no profit on the sale of its current HIV/AIDS medicines in the world’s poorest countries 
and those hardest hit by the pandemic. By the end of June 2005, more than 360,000 patients in 76 developing 
countries were being treated with regimens containing our ARVs. 


14. With this in mind, we feel we are in a strong position to contribute to the questions posed by this 
consultation. We believe that our experience and the lessons learned from our involvement with 
international HIV projects has given us insights into what makes such programmes work, and what barriers 
must be overcome. Our projects don’t provide all the answers, but we regard our experiences as being of 
considerable practical value to others when rolling out HIV/AIDS schemes in other countries. 


ADDRESSING THE HIV/AIDS PANDEMIC: WHAT ARE THE PRIORITIES IN 2006? 


Progress on achieving target 7 within the 6th MDG 


15. Based on the experiences that Merck has had over the past several years in working together to fight 
the HIV/AIDS epidemic with partners like the Government of Botswana, the Government of Romania, the 
Bill & Melinda Gates Foundation and many others, there are several key practical lessons that, taken 
together, will help to maintain progress toward achieving this important target of the Millennium 
Development Goals: 


16. High-level political commitment and engagement is critical. Without political will on the part of 
national leadership, success is unlikely. This is clear from global experience with the HIV epidemic: the 
countries that have made significant progress—Botswana, Brazil, Senegal, Thailand, Uganda—could count 
on the unequivocal commitment of senior political leaders. 
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17. Partnerships have a key role to play in marshalling the necessary resources and expertise. It is 
tempting—and sounds efficient—to try to go it alone. But our experience, first with the Merck MECTIZAN 
Donation Program for preventing river blindness and then with the Botswana/Gates/Merck partnership, 
shows that it is critical to work closely with nongovernmental organizations that were already delivering 
care to remote villages and with government health officials to ensure that the program was effectively 
integrated with the national health system. We learned similar lessons in Botswana, where the multisectoral 
approach coordinated by the government has mobilized community groups and other sectors of civil society 
to help in the fight against HIV/AIDS. These experiences have led us to the belief that involving more 
partners, bringing local ownership and complementary expertise, makes success more likely. 


18. Programs must be country-led to succeed for the long term. Our collaboration in Botswana is fully 
integrated with the government’s HIV/AIDS strategy, with regular reviews with all relevant public- and 
private-sector partners. Success is based on common objectives, mutual respect, clear shared targets and 
agreed metrics to monitor progress, with transparency for all stakeholders involved. Working in this way 
builds trust and confidence among the partners. But it’s.important to note that the agenda is Botswana’s 
agenda, not Merck’s, which we have learned is an indispensable element to sustainable success. 


19. Building local capacity is also a critical element. The MECTIZAN Donation Program, for instance, 
began in the late 1980s as a donation program, but it soon grew into a complex network of interdependent 
partners who were able to build public health skills at the community level, so that today more than 60,000 
communities in some of the poorest countries in the world administer their own MECTIZAN interventions. 
Similarly, in Romania and Botswana, when we began we thought that the major challenges would relate to 
money and access to medicines. But to our surprise, the public officials in these countries were more 
concerned with training physicians and nurses with the skills to treat and care for HIV-positive patients; 
with building hospitals, treatment centers and testing facilities; with educating teachers and their students 
about HIV prevention; and with finding the means to care for a generation of AIDS orphans. In short, 
investing in human resources capacity and health infrastructure were the main building blocks of success, 
not just money and medicines. 


20. A comprehensive approach is needed to make real headway against the epidemic. In the Botswana case, 
the government’s antiretroviral treatment program, probably the largest in Africa, is really just one part of 
the complex mosaic of programs and interventions across the spectrum of prevention, care, treatment and 
support. We’ve learned that treatment is a keystone of an effective response. Without the availability of 
treatment, people are reluctant to go for testing. There is also concern with stigma and discrimination 
against HIV-positive people, which makes the policy of routine testing pioneered by Botswana all the more 
important. By routinely offering testing for HIV within the public health arena, citizens feel empowered to 
get tested, knowing that treatment and other post-test services are available to them. And as more and more 
people know their status, the social stigma associated with HIV begins to diminish. 


21. Persistence pays off. In establishing the government’s ARV treatment program in Botswana (known 
as “Masa,” or “new dawn”), there was a relatively long period of uptake as the treatment centers were built 
and patients began to enroll in the program. During the first year or 18 months of the program, it might 
have been halted at any time for seeming lack of progress. But by being patient and remaining focused on 
working out the kinks in the system, the Masa program soon began to grow exponentially; there are now 
some 50,000 people enrolled, with roughly 2,000 patients being added each month. Without the long-term 
focus and commitment to persevere, Botswana would not have been able to make the progress it has so far. 


THE DELIVERY OF ARYS IN RESOURCE-POOR SETTINGS 


22. Through the various projects Merck is involved with, we have developed an understanding of what 
practical steps need to be undertaken in order to improve the provision of ARVs, and to raise the standard 
of care for AIDS/HIV patients. 


Capacity building 


23. Merck & Co., Inc. believes that capacity building is key to improved delivery of ARVs in resource 
poor settings. The challenges of tackling HIV/AIDS cannot be overcome solely through the implementation 
of effective pricing policies alone. Strengthening the disease management capacity of the developing world 
has to be a global priority. Ten critical work streams were identified to help build Botswana’s capacity to 
provide ARV therapy to those who need it and these work streams need to be rolled out across the 
developing world to assist the delivery of ARVs: 


(a) Planning and preparation—conducting needs assessments, development strategies and 
implementation plans 


(b) Monitoring and evaluation—providing tools and research protocols 

(c) Information, education and communication—to mobilise the community 
(d) Recruitment—recruiting new staff for the healthcare system 

(e) Training—for both new and existing staff 


Ev 48 International Development Committee: Evidence 


(f) Laboratory capacity—for testing, monitoring of viral load and CD4 counts, and research 
(g) Physical infrastructure—procuring and upgrading treatment space 

(h) IT—developing and implementing patient, pharmacy and laboratory IT systems 

(i) Pharmaceutical logistics—setting up drug procurement, storage and distribution systems 
(j) Management of ARV therapy services and interfaces 


24. ACHAP projects have focused on strengthening the Botswana healthcare system’s skills base through 
recruitment and training in managerial, leadership, and clinical and technical skills. The Botswana Harvard 
Partnership developed a training programme and curriculum based on the national guidelines for 
management of HIV/AIDS. By the end of 2003 all doctors, nurses, pharmacists and counsellors in Botswana 
had attended the locally run courses. 


25. Additionally, Merck personnel across Africa have helped to train hundreds of company medical 
directors, laboratory technicians, nurses and doctors in HIV management and treatment. For example, the 
National AIDS Control Program in Rwanda has benefited from Merck support since 1998. With the goal 
of strengthening local HIV expertise and enhancing access to quality care, 12 Rwandan physicians received 
MSD-sponsored training and now serve as their country’s referral physicians for ARV therapy. In addition, 
136 newly trained health care professionals from the secondary level of care are providing training to health 
care workers from primary health care centres nationwide. 


26. Flexibility in approach and considering local sensitivities are crucial. In Botswana, for example, there 
are 50 times more traditional healers than medical doctors. To work in partnership with this influential 
body, ACHAP seconded a traditional healer to the government to create a meaningful HIV/AIDS education 
programme for the healers themselves, so they could become involved in advanced HIV care. 


27. The success of programmes in Africa, as well as elsewhere, are dependent on the people of the 
country—most of who are affected if not infected, and are often under-paid and under-skilled—to deliver 
critical and timely results. The national priority has to be translated into a personal priority for government 
workers; through constant awareness-raising, motivation and mobilisation, and leaders must demonstrate 
rapid and decisive action. 


28. ACHAP has supported the provision of treatment centres and also of laboratory testing facilities. 
In 2001 the Botswana—Harvard HIV reference laboratory, one of the largest and most sophisticated HIV 
diagnostic and research laboratories in the world, opened with assistance from ACHAP and other partners. 
Since January 2002, 32 treatment sites are now operational across the country. 


29. As of September 2005, more than 51,400 people had enrolled in Masa and more than 45,500 are 
receiving ARV therapy through the program, with more than 2,000 new HIV-positive patients enrolled in 
the government sponsored programme each month.”° 


GAPS IN TREATMENT—CHILDREN AND VULNERABLE GROUPS 


30. Merck is an active partner in the Global Alliance on Vaccines and Immunizations (GAVI), an alliance 
between the private and public sectors that is committed to the mission of saving children’s lives and 
protecting people’s health through the widespread use of vaccines. GAVI brings together governments in 
developing and industrialized countries, established and emerging vaccine manufacturers, NGOs, research 
institutes, UNICEF, the WHO, the Bill and Melinda Gates Foundation and the World Bank. Merck 
remains one of only five major vaccine manufacturers, compared with several companies who invested in 
vaccine research 30 years ago. 


31. With respect to HIV treatment for children, one of the key results of ACHAP in Botswana has been 
adherence rates and relatively high enrolment of children, nearly 12% of the total by early 2004. The 
introduction of special consultancy and counselling afternoons for families at many of the treatment centres 
helped in achieving these encouraging results. Having several members of a family on ARV treatment 
creates a unique dynamic in terms of adherence management for the entire family. 


32. The Dula Sentle project provides care and support for orphans and single mothers in Otse. The 
scheme is now supporting around 200 children. 


PREVENTION AND TREATMENT—ACHIEVING A BALANCE? 


33. While treatment remains crucial to the millions in Africa affected by HIV/AIDS, the long term 
solution to the pandemic must include a strong focus on preventative measures. 
Two specific issues which must be addressed have become apparent to Merck: 


0 For additional information on these programs, see Front Line Against the War on HIV/AIDS in Botswana, available at: 
http://www.achap.org/downloads/War%20A gainst%20HIV_Aids.pdf 
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34. (i) Know your status 


In Botswana, over 85% of individuals still do not know their status, which limits the ability to plan for 
and address the epidemic. If ARV therapy is to be successful, people have to test proactively and not 
passively—hence the need for education and “de-stigmatisation” campaigns. Botswana pioneered an 
approach of a routine offer of HIV testing whenever people had interactions with the healthcare system. 
Individuals could opt out, but the end result was a quantum leap in the number of Botswana who knew their 
HIV status and could then take advantage of a package of post-test services, whether they were 
HIV-negative or HIV-positive. While there were “teething” problems at the start, and some local and 
international experts criticised the program for not immediately delivering the advances in testing that were 
hoped for, Botswana’s approach to routine HIV testing is now widely recognized, and was incorporated 
into the new UNAIDS policy on HIV testing.*! 


35. At the same time, the success of the treatment programme is having a knock-on effect on helping with 
prevention, overcoming stigma and encouraging peopleto test and to get to know their status. The 
experience in Botswana suggests that knowledge of status empowers people to be more invested in doing 
something about it: negative people to stay negative and positive people to seek timely and appropriate 
services. 


36. (11) Broad engagement across civil society 


Another important example of how Botswana has implemented a broad range of information, education 
and communication activities to promote HIV prevention is the teacher capacity building programme, 
designed to mainstream issues of HIV education in middle school classrooms. In conjunction with 
UNAIDS, ACHAP developed a programme modelled on a similar initiative in Brazil called TV Escola, 
providing interactive, distance learning for teachers, via television programmes. The programme targets 
stigma within educational establishments by facilitating free and informative discussions. This is an example 
of an initiative which is easily transportable, and with effective coordination can be replicated anywhere 
around the world. The 500 schools participating in the program today represent 68% of all educational 
institutions in Botswana and more than 4,000 teachers. 


37. The success of ACHAP also demonstrates that grassroots engagement has to be central to all 
initiatives. ACHAP provides funding for small community based initiatives, for which NGOs and 
community based organizations apply including activities such as: HIV/AIDS awareness, support and 
counselling, commercial sex worker interventions and free condom distribution. 


AREAS FOR FURTHER DEVELOPMENT 


38. As shown above, ACHAP can point to a number of successes, for example, in providing training to 
health professionals in Botswana, and in supporting the provision of treatment centres. However, there are 
other areas where aspects of the ACHAP still present challenges: these lessons are also key learnings to take 
on board to improve projects in the future. 


39. For instance, while ACHAP was sensitive to local practices and took some steps to involve traditional 
healers, they could have been included more systematically. As a result, the resource of the healers is not 
being fully utilised. 


40. A major problem in combating HIV/AIDS is the stigma that is still associated with the disease. 
ACHAP has begun to address this issue, but more work needs to be done on this complex set of psycho- 
social issues. While elements of the programme have helped to reduce stigma indirectly through the 
availability of universal access in Botswana, there has not been a specific focus on how to combat this 
obstacle. Certainly it is a complex social barrier to treatment and there are no quick or easy answers. 


41. Some argue that the greater availability of highly-active antiretroviral treatment (HAART) leads to 
disinhibition or what is known as “HAART optimism,” but there is relatively little concrete information on 
the relationship between treatment availability, behaviour change and the effectiveness of prevention 
interventions. In fact, some operation research in Cote d’Ivoire, Tanzania and early data in Botswana 
indicate the contrary—that patients enrolled in ARV treatment programmes actually adopt low-risk 
behaviours. For future work in Africa, projects must start to address these questions with robust 
methodologies and consider how “de-stigmatisation” programmes can be rolled out to help increase the 
uptake of HIV/AIDS programmes that are available. 


21 See the discussion in Philip Nieburg, Thomas Cannell and J. Stephen Morrison, Expanded HIV Testing: Critical Gateway to 
HIV Treatment and Prevention Requires Major Resources, Effective Protections, Washington, DC: Center for Strategic and 
International Studies, January 2005, esp pages 7-11. 
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CONCLUSION 


42. As indicated above, Merck’s experience in a range of public/private partnerships to help strengthen 
the response to the HIV/AIDS epidemic has led us to a series of key lessons that apply to achieving the 3 x 
5 targets, as well as the new G8 commitment to universal access by the year 2010: 


(a) High-level political commitment and engagement is critical. 

(b) Partnerships have a key role to play in marshalling the necessary resources and expertise. 
(c) Programs must be country-led to succeed for the long term. 

(d) Building local capacity is a critical element. 

(e) A comprehensive approach is needed to make real headway against the epidemic. 

(f) Persistence pays off. 


43. Taken together, these six elements provide a proven prescription for success in HIV/AIDS and other 
global health programs. 


44. Of course, that’s easy to say, while making progress on the ground is complicated and sometimes 
chaotic. But an HIV/AIDS programme that brings resources and partners together in the way sketched 
above, drawing on the ingenuity and commitment of all who have something to contribute, will lead to 
robust results. From a programmatic perspective, the most important barriers to universal access/adherence 
to ARV treatment are: HIV testing, stigma and discrimination, training of health care workers, involvement 
of traditional healers, providing nutritional support, treatment readiness of the community, and laboratory 
capacity (biochemistry/immunology/virology). 


45. Progress is possible, with the right level of political commitment, the right policies, and the right 
partners. These recommendations are congruent to a large degree with the HIV/AIDS policies articulated 
by DFID on behalf of Her Majesty’s Government, and should continue to inform actions taken by DFID 
and other UK agencies to implement these prescriptions through collaborations on the ground in resource- 
constrained settings. 


46. Merck would welcome the opportunity to explore these issues further with members of the 
International Development Committee. 


November 2005 


Memorandum submitted by National AIDS Trust 


1. INTRODUCTION 


The National AIDS Trust (NAT) welcomes the inquiry of the International Development Committee into 
the provision of anti-retrovirals. NAT is the UK’s leading independent policy and campaigning 
organisation on HIV and AIDS, working to prevent the spread of HIV, to ensure equitable access for all 
those living with HIV to treatment and care, and to eradicate HIV-related stigma and discrimination. 


In this submission, NAT wishes to focus on one element of the Committee’s terms of reference—“Policy 
coherence on HIV/AIDS across Whitehall”. Current domestic policy is inconsistent with the policy and 
ambitions of DFID, undermines DFID’s moral authority internationally, and harms the fight against HIV 
in the developing world. 


Two policies in particular need to be addressed: the denial of free HIV treatment in England to those who 
have failed in their asylum application or are otherwise undocumented; and the deportation of those living 
with HIV who have no right to reside in the UK to places where ARV is not available. 


2. ENTITLEMENT TO FREE HIV TREATMENT IN ENGLAND 


This issue is probably causing more distress and concern at present than any other within the HIV sector 
in the UK. Since April 2004 the Government has effectively denied free HIV treatment in England to those 
who have failed in their asylum application or are otherwise undocumented. All other STIs dealt with in, or 
referred from, GUM clinics are exempt from treatment charges—to single out HIV treatment for payment is 
itself discriminatory and can only harm public health. 


The HIV test remains free but without any treatment available those affected lose one of the main 
incentives to test. DFID in its HIV Treatment and Care Policy makes clear that the provision of treatment 
is one of the most effective prevention interventions. This fact seems lost on the Department of Health. 


NAT has already uncovered many examples of treatment being denied or interrupted as a result of these 
charges. The results include: 


— _ serious ill-health and eventually death 
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— additional costs to the NHS as people denied ARVs instead access free services in A&E for 
increasingly frequent and serious HIV-related illnesses 


— increased onward transmission of HIV in this country since those not on treatment are significantly 
more infectious (and many may not test, get diagnosed and then practice safer sex because the 
treatment incentive has been removed) 


— increased risk of mother-to-child transmission since mothers have to pay for the ante-natal care 
during which HIV screening takes place and for the drugs to prevent HIV transmission to the child. 


Universal ARV provision is an international priority because HIV is one of the greatest public health 
emergencies facing our planet. It should not become a victim of immigration policy. Whilst the 
Government’s G8 commitments are to be commended, ARV access policy in England does not appear to 
be based on public health considerations or consistent with these G8 commitments. 


If DFID is arguing that ARVs should only be provided in developing countries to those who have clearly 
established residency rights, then this would exclude many hundreds of thousands and make a mockery of 
the phrase “universal ARV provision”. It would deny treatment to the displaced, marginalised and 
vulnerable, to many victims of conflict, poverty and abuse, precisely the groups who are at risk of HIV 
infection and where free treatment is most needed. 


But if DFID really means ARV provision to be universal by 2010, what will it have to say when anyone 
can access ARYs in Lusaka but people are being denied them in Lewisham? 


Earlier this year the Commons Health Committee looked into this question as part of its inquiry into New 
Developments in Sexual Health and HIV/AIDS Policy [Third Report, Session 2004-05 HC 252]. NAT gave 
both oral and written evidence to the Committee and our written submission to the Health Committee is 
appended to this paper.”” We do not wish here to rehearse in detail all the arguments against HIV treatment 
charges but would simply refer to the Health Committee report and to that report’s unequivocal conclusion 
that the Government should exempt HIV from treatment charges. NAT would urge the International 
Development Committee to demonstrate that Parliament can be joined up where the Government fails to 
be, supporting the recommendation of the Health Committee. 


NAT recommends that the Government as a matter of urgency exempt HIV treatment from NHS 
charges, taking forward the international campaign for universal ARV provision by first providing it 
throughout the UK. 


3. DEPORTATION 


The recent case of N in the House of Lords made clear that at present the courts do not consider that the 
deportation of someone living with HIV to a place where ARVs are not available contravenes that person’s 
human rights. This despite the fact that without access to ARV treatment deportation will mean serious 
illness and ultimately death for the person deported. 


Although the courts have taken this view, this does not dispose of the humanitarian and policy arguments 
against such deportations, which the Government must consider. 


The Government has succeeded in securing international commitment to the goal of universal access to 
ARVs by 2010. It seems inhumane in the extreme not to delay deportations until this access has been 
achieved in the country to which the deportee is to be returned, especially when such access is only up to 
five years away. Such a small delay is the difference between life and death for those concerned. 


For those on ARVs who are deported to places where they cannot access these drugs, in addition to the 
serious deterioration in health which awaits them, there is an additional problem of the possible 
development of a drug resistant strain of HIV as a result of interrupting treatment. Furthermore, it is 
possible for such a drug resistant strain to be passed on to others. The impact of the Government’s current 
policy on deportation is thus effectively to export ill health to the developing world. 


It will be very important in determining whether ARVs are freely and universally available in a particular 
country not simply to take the relevant Government’s word for it, but also to receive assurances from 
organisations in the country of those living with HIV. 


NAT recommends that the deportation of those living with HIV who have no right to reside in the UK 
be delayed until access to ARV can be provided in the country to which the deportees are to be returned. 


November 2005 


22 Not printed. See HC 252, Session 2004-05, Ev 24. 
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Memorandum submitted by Rana Chakraborty MD MSc FAAP DPhil (Oxon), Nyumbani—Church of God 
Relief Organisation 


HIV/AIDS AND THE PROVISION OF ANTIRETROVIRALS—A PAEDIATRIC PERSPECTIVE 
IN A RESOURCE-POOR SETTING 


I. HIV/AIDS: GLOBAL EPIDEMIOLOGY 


Within a 25-year period AIDS has spread from a few high-risk groups to become a worldwide pandemic. 
According to statistics released from UNAIDS and the WHO over 40 million people have been infected with 
HIV [1]. An estimated 14,000 new infections occur daily. 95% of these occur in developing nations where 
access to newer medical treatments are not readily available or affordable. AIDS is now the leading cause 
of death in sub-Saharan Africa and the fourth biggest killer worldwide. AIDS killed at least 2.3 million 
Africans in 2004 resulting in a significant drop in life expectancy. In the absence of an effective therapeutic 
vaccine and inadequate treatment and care, most HIV-infected individuals will die before the next decade. 


Il. THE HIV/AIDS PANDeEmiIc: ECONOMIC CONSIDERATIONS 


Most of the deaths will occur among adults. This loss will disproportionately affect economic growth and 
the social fabric of family and society. In addition the reduced fertility will combine to erode the base of the 
population pyramid and result in an unsustainable “top-heavy” profile. The ability to cope with the 
demands and consequences of HIV and AIDS is limited by the funds available for health care. Countries 
most affected by the disease are generally least able to pay for prevention and treatment. In the 10 countries 
most severely affected by AIDS, per capita health expenditure ranged from $3 to $246. Most countries spent 
less than $100 per person annually [2]. 


III. THe Impact oF AIDS ON THE WOMEN AND CHILDREN OF AFRICA 


HIV is predominantly spread through heterosexual transmission with the result that nearly half of all 
affected adults are young women of childbearing age. About one-third of those currently living with 
HIV/AIDS are individuals aged 15-24. Most are unaware of their status. Seroprevalence rates in many 
antenatal settings have ranged from 15 to 44% [3]. 


(a) The Rise in the Numbers of Orphaned Children 


The epidemic has had grave consequences on infants and children. Just over 13 million children have been 
orphaned because their parents have died of AIDS. This number is predicted to increase throughout Africa 
in the forthcoming decade. Approximately 60% of these orphans will be uninfected. Voluntary and public 
resources are unable to provide long-term care for these children and they are initially cared for by relatives. 
However, many guardians fall ill or become overwhelmed with dependents. The growing number of street 
children and child-headed households are often the outcomes of a chain of events that begin with HIV 
infection of a mother and/or her partner. 


(b) The Rise in the Numbers of HIV-Infected Children 


A rapidly increasing number of children are infected by mother-to-child-transmission either perinatally 
or by breast-feeding. Vertical transmission rates of HIV in African countries vary from 25-42% [4]. An 
estimated 600,000 new paediatric infections occureach year; of which some 1500/day (> 90%) occur in sub- 
Saharan Africa. 2.2 million children are currently HIV-infected. In 2004 over 500,000 children lost their lives 
to AIDS [1]. The estimated impact among infants and children under five years of age has resulted in an 
increase in mortality in that age group in sub-Saharan Africa from 1990. At the same time all other regions 
have reported a decrease in mortality [S & table 1]. 
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TRENDS IN DEATH RATES (PER 1,000 LIVE BIRTHS) IN CHILDREN UNDER FIVE YEARS 
(SELECTED YEARS 1970-1999) 


Region 1970 1980 1990 1997 1999 % Change 

1990-99 
East Asia & Pacific 126 82 55 47 44 — 19% 
Europe & Central Asia na na 34 29 26 m22% 
Latin America & Caribbean 123 80 49 41 38 — 23% 
Middle East & North Africa 200 136 sh 58 56 piel 70 
South Asia 209 180 121 104 99 —18% 
Sub-Saharan Africa 222 189 155 159 161 +4% 
Developing countries 167 135 9] 87 85 —6% 
OECD 26 14. 9 6 6 — 26% 


IV. MOTHER-TO-CHILD TRANSMISSION (MTCT) oF HIV 


In the absence of antiretroviral prophylaxis, reported transmission rates of HIV ranged from 16-20% 
among large-cohort studies in Europe & North America [6, 7] but up to 42% in sub-Saharan Africa [4]. 
Differences in rates could be accounted for by variable prevalence of breast-feeding, prematurity and elective 
Caesarean section. However, vertical transmission of HIV infection is now a rare event in industrialised 
countries, through a combination of antiretroviral therapy, obstetric management and alternative infant 
feeding methods. 


Measures include improved uptake of antenatal HIV testing and identification of infected women during 
pregnancy; provision of antiretroviral therapy (ART) antenatally and during delivery, and to the baby 
postnatally; delivery by elective caesarean section, and by avoidance of breast-feeding. These interventions 
reflect the recommendations of many studies including the landmark trial from the Pediatric AIDS Clinical 
Trials Group (PACTG 076), which demonstrated the efficacy of Zidovudine (AZT) in pregnancy and 
postnatally, reducing vertical transmission by 67% [8]. However, this regimen was not universally adopted 
because it was determined to be effective only in non breast-feeding infants, expensive and required 
intravenous administration of AZT during delivery. In developing countries simple, inexpensive, short- 
course regimens were therefore developed. Single-dose nevirapine, a non-nucleoside reverse transcriptase 
inhibitor, administered to mothers and neonates in the intrapartum period and soon after birth was shown 
to be a cost-effective regimen for prevention of MTCT of HIV-1 in Uganda. In this study, the transmission 
risk was reduced by approximately 50% in infants at three months post-partum with on-going breast- 
feeding [9]. 


V. PAEDIATRIC HIV-1 INFECTION IN AFRICA 


Although 4% of the world’s population of HIV-infected subjects are children, 20% of all AIDS deaths 
occur in children. Early studies indicated that 25% of children with perinatal infection progressed very 
rapidly to AIDS within | year. The median time for the remaining 75% was seven years [10]. Data from 
Malawi showed 89% mortality in HIV-infected children by three years of age [11]. The median age at 
enrolment was eight months, by which time some infected infants would already have died (the recorded 
infant mortality being 7%), suggesting that the study may have underestimated the impact of HIV on 
childhood mortality. 


Little is known about the causes of death among children affected by the HIV pandemic in sub-Saharan 
Africa. Pulmonary and gastrointestinal infections are major causes of morbidity and mortality but specific 
aetiologies are not well documented in the medical literature because of poor local infrastructure and access 
to health care among populations that have been most affected. As a result, there are a limited number of 
evidence-based publications. We have used observations on a unique cohort of HIV-infected children who 
received high-quality care. Extrapolating data from this group to HIV-infected children residing elsewhere 
in sub-Saharan Africa may not be an accurate reflection of the patterns of morbidity and mortality observed. 
Nevertheless, the information presented might be useful when developing management strategies to reduce 
HIV-related morbidity effectively in children. 


VI. INFORMATION FROM A KENYAN ORPHANAGE 


Nyumbani orphanage in Kenya was founded in 1992, by Father Angelo D’Agostino in response to 
increasing demands for comprehensive care of abandoned HIV-infected orphans in Nairobi 
(www.nyumbani.org). Nyumbani is spread across two acres of property and includes five duplex cottages, 
each containing a family of approximately 16-18 children. In 2000, the orphanage housed 70 children 
referred by social workers in hospitals when no caregiver could be identified. The children were accepted 
into the orphanage at different ages depending on the availability of spaces. Their ages ranged from one 
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month to 18 years; median age of entry was 2.2 years (range 0-12.7 years). The orphanage selected for HIV- 
infected children with typical or slowly progressive disease. Those with rapid disease progression would have 
died in infancy before identification was possible. Routine care included adequate nutrition, micronutrient 
supplementation, prophylactic cotrimoxazole three times weekly and immunisations in line with the 
recommendations of the WHO Expanded Programme. None of the children received ART. Medical history 
prior to admission was often poorly documented since the children had no identifiable caregiver. 


(a) Survival, growth, morbidity and disease progression 


Outcome measurements included age at death (if applicable), opportunistic infections and longitudinal 
growth measurements: weight, length and head circumference recorded longitudinally at different ages as 
part of routine care. These were measured using standardized growth curves and included weight for length, 
and length for age. The z-score was estimated for each of these indices. A cut-off value of less than —2 
Standard Deviations (SD) suggested severe stunting (length-for-age) or wasting (weight-for-length). 
Survival was examined by adjusted Kaplan-Meier analysis. 


67 children (39%) died between 1995 and 2000. Median survival was 6.25 years. Survival was 0.56 
[confidence intervals (CI): 0.46, 0.68] and 0.31 (CI: 0.22, 0.43) at five and 10 years of age, respectively. By 
three years of age, 70% of the children were still alive compared with only 11% of HIV-infected children 
attending outpatient clinics in Malawi [11, 12]. 


Causes of morbidity included recurrent upper and lower respiratory tract infections, acute and chronic 
gastrointestinal infections, lymphocytic interstitial pneumonia and candidiasis. However, no new cases of 
presumptive pulmonary tuberculosis were diagnosed after admission to the orphanage. 


The mean length-for-age and length-by-weight z scores were -1.65 and -0.39, respectively. A moderate 
degree of stunting was therefore observed among the cohort in the absence of severe wasting. Severe stunting 
was most often noted in older children in the home (mean z score of -2.62 in children older than nine years 
of age) and was present even with the provision of adequate and appropriate nutrition. 


Accelerated HIV disease progression in African children may occur as a result of many factors including 
limited access to proper nutrition, clean water and health care, as well as exposure to a high prevalence of 
respiratory and gastrointestinal pathogens in the general community. The care provided in the orphanage 
minimised such co-factors. In the absence of ART, the aggressive management of these orphans after 
admission may have reduced HIV-1 disease progression, reduced overall mortality and improved quality of 
life. If similar reports elsewhere can confirm our findings and if the cost of ART becomes less prohibitive, 
developing orphanages such as the one described in the future could be considered by governments, non- 
governmental organisations and donor agencies. Such an approach may be an effective way of delivering 
services to the growing numbers of very vulnerable and needy immunocompromised children in the southern 
hemisphere. 


(b) The Provision of ART in the orphanage 


Without an effective therapeutic HIV vaccine, providing cost-effective, minimally toxic ART to the many 
individuals already infected with HIV-1 is a global priority. The use of potent ART has resulted in a 
considerable decrease in morbidity and mortality among adults and children from Western populations who 
are infected with HIV-1. Replicating these successes in resource poor settings where HIV-1 infection is 
endemic poses a significant challenge for governments, non-governmental organizations, and donor 
agencies. In addition to drug-induced toxicities and issues associated with therapy adherence, the cost of 
providing continuous ART to large numbers of HIV-1-—infected individuals would be prohibitive for most 
developing countries. 


The Nyumbani Diagnostic Laboratory was established in 1998 to provide standard haematological, 
biochemical and microbiological testing facilities. In August 2000, the home received a donation of 
antiretroviral drugs. Three antiretroviral-naive children (age range, five to six years) were selected to receive 
these medications, on the basis of CD4 T lymphocyte counts and past and current histories of opportunistic 
infection. Given their clinical status, the deaths of these three children were predicted to be most imminent, 
compared with the predicted time of death for other children residing in the home. The three children 
initiated a regimen of ART. New donations in 2001 sustained their antiretroviral combination and allowed 
other immunocompromised children in the orphanage to receive similar therapy. ART was well tolerated 
by all three children with a several-log-fold reduction in the plasma HIV viral load. At the same time, a 
sustained increase in CD4 T lymphocyte count was observed. 14 months after the initiation of therapy, 
children were seen fewer times for sick visits, compared with the 14 months preceding the intervention, with 
no documented AIDS-defining opportunistic infections. At evaluation 26 months after the initiation of the 
regimen the three children attended school regularly and rarely missed days because of illness. 


Additional enrolment from 2000 onward of 22 children with CD4 T lymphocyte counts of < 200 cells/?L 
for ART (consisting of two nucleoside reverse-transcriptase inhibitors and either a non-nucleoside reverse- 
transcriptase inhibitor, or a protease inhibitor) resulted in a marked reduction in mortality among children 
in the home. From 1995 through 2000, 67 children had died. In contrast from 2000-05 nine deaths occurred 
[13]. Currently 75% of the children require ART with significant reductions in morbidity and mortality. All 
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children attend school appropriate for their age. A number of adolescents raised in the home since 
childhood, have entered vocational training or college in anticipation of re-joining the wider community 
as adults. 


VII. COMMUNITY-BASED CARE —THE LEA TOTO PROGRAMME 


(a) Infrastructure 


Nyumbani’s community based outreach program, Lea Toto (in Swahili meaning “to bring up the child”) 
provides a critical multidisciplinary approach to support families affected by HIV in the surrounding 
Nairobi communities. The Lea Toto outreach program includes free medical care, family counselling, HIV 
transmission and prevention education, door-to-door sensitisation and promotion of behavioural changes. 
The over-arching goal of the Lea Toto Program was to “improve the capacity of the Kangemi community 
(an impoverished setting in Nairobi) to provide holistic care within the family for HIV-infected children 
living in this community”. Under the Lea Toto Program, families with HIV positive orphans receive physical 
care, psychological support and essential medical supplies. The Program also managed community-based 
support to HIV-infected orphans and enabled the Kangemi community to identify and establish sustainable 
strategies to address the needs of HIV-infected children and their families. In 2002 the programme was 
expanded to care for 1000 HIV-infected children. In 2005, further extension occurred to include two more 
sites, Kibera and Kariobangi, targeting 3,000 HIV-infected children. 


The Lea Toto project uses the Home Based Care (HBC) model. The goals of the HBC address the 
improvement of the quality of life of the affected through a package of comprehensive care for the client and 
his /her family. This package usually includes basic medical and nursing care, counselling, and psychological 
support, spiritual guidance, relief for social needs, prevention of further spread of HIV and promotion of 
community empowerment, self help and a spirit of community ownership and good neighbourliness. This 
provides the most efficient way of addressing the complexity of needs of persons affected by AIDS and their 
families, and in this context, children living with HIV/AIDS. 


The project team, with support from trained community health workers, provide nursing care (including 
treatment of minor ailments and maintenance of proper hygiene), as well as nutritional counselling for 
children and their caregivers. The team also conducts training for caregivers on how to recognize and treat 
minor ailments as well as how to prevent transmission of bodily fluids. The training also addresses other 
issues such as how to provide palliative care for children; use a home based care kit provided by the project; 
where and when to refer the child; and how to identify and facilitate the transition between the various 
emotional stages experienced by the child. After the training, they are able to complement the work of the 
project team, based on a care-plan that is developed by the project technical team for each individual child. 
Acute medical care is provided through Nyumbani, which has dedicated and trained staff and a laboratory 
that offers standard biochemistry, haematology, microbiology and immunology facilities. 


(b) The Provision of ART in the Lea Toto Programme 


ART has been used on a more limited basis in resource-poor settings, mainly due to the relatively high 
cost. Additionally there is often a lack of infrastructure to provide safe and effective treatment. Nevertheless 
several pilot projects have successfully demonstrated the safe and effective use of ART in such environments. 
Farmer et al treated HIV-infected adults in Haiti by applying structures that were previously developed for 
treatment of TB with directly observed therapy but adapted to HIV infection using community-based health 
workers [14, 15]. Viral suppression in this setting was comparable to plasma HIV viral loads documented 
in subjects receiving treatment in more developed countries [16]. Other programmes, including one in 
Nairobi, have utilized trained community health workers to support treatment of adults with HIV infection 
from impoverished settings with resulting good compliance and treatment uptake [17]. However, all these 
pilot studies have been performed in adults and there are no equivalent paediatric data. HIV-infected 
children tend to have more complex issues surrounding adherence and metabolism complicating the 
effective administration of ART. 


Strong collaborative links have been established between Nyumbani with the Universities of London (St 
George’s and Great Ormond Street hospitals) and Sydney. A demonstration project of direct observed 
therapy (DOT) with ART in HIV-infected children from Lea Toto is currently underway. The objectives of 
the collaboration include: 


(1) To assess the feasibility, safety and efficacy of antiretroviral therapy in HIV-infected children in the 
Lea Toto programme 


(2) To assess the impact of DOT on response to ART 


(3) To determine if early treatment is advantageous to standard therapy in those children who do not 
show severe immunological suppression. 
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The main outcome measures will be assessed at 12-15 months and 24-30 months. These will include 
overall morbidity (bacterial and opportunistic infections, hospitalisations), mortality, height/weight, quality 
of life and CD4 count measurements. Outcome measures will be compared in all groups of children studied 
and an intention to treat analysis will be used. 


The overall cost of therapy, delivery of medical care and laboratory testing will be estimated per patient. 
Cost-benefit analysis will be used to evaluate the use of ART in a resource-limited setting. 2,000 HIV- 
infected from Lea Toto will be enrolled into the project by 2007. Funding has been obtained from USAID, 
Glaxo-Smith-Kline and the President’s Emergency Funds for AIDS Relief (PEPFAR). 


(c) Future Projects within the Lea Toto Programme 


There are no outcome pharmacokinetic data in resource-poor settings where HIV infection is endemic 
in children receiving ART. Furthermore there is a shortage in population reference values of antiretroviral 
medication in such children and plasma drug concentrations are targeted to adult reference values, which 
may be insufficient because of the unique features of paediatric HIV infection. At the same time ART is 
becoming more widely available in such communities oftentimes to HIV-infected children who are 
malnourished, stunted, and significantly inmunocompromised with associated morbidity. In addition to 
non-compliance aberrant plasma levels of ART may reflect pharmacokinetic effects including the intake or 
composition of food and gastrointestinal motility. Both these factors may affect plasma drug concentrations 
in HIV-infected children receiving ART from resource-poor settings where infectious diarrhoea, TB and 
malnutrition are common. We therefore plan to measure drug concentrations of ART in all children 
receiving treatment, and to adjust drug dosages according to concentration, the presence or absence of viral 
suppression and clinical toxicity. This study will be performed in collaboration with colleagues in the clinical 
pharmacology department at the University of Liverpool. 


Streptococcus pneumoniae is the most common bacterial cause of pneumonia, lower respiratory tract 
infections and meningitis. Respiratory infections and meningitis are responsible for around 76% of deaths 
among Kenyan children with HIV-infection [18]. It is likely that a large proportion of these infections 
involve S. pneumoniae. The effect of intervention with ART and a new 9-valent pneumococcal vaccine, using 
explicit mathematical models of the dynamics of pneumococcal carriage and disease will be evaluated by 
members of the London-Sydney-Nairobi collaboration. A recent study in The Gambia showed that a 9- 
valent vaccine was effective against pneumonia, meningitis and blood stream infections and reduced rates 
of death [19]. All recipients of ART in the Lea Toto programme will also be eligible to be immunised with 
this vaccine. 


VIII. THE NYUMBANI VILLAGE 


Nyumbani Village will be a self-sustaining community to serve the needs of uninfected orphans and 
grandparents affected by the pandemic. Through group homes and community institutions, it is hoped that 
the village will foster an environment allowing for orphaned children to lead productive, safe and 
comfortable lives. The Village provides a family-like setting for such children under the stewardship of 
elderly adults and ensures that the community-based clients and residents will receive sustenance, health- 
care and education, aiming at their physical and spiritual development. 


With an area of tillable land, the occupants will sustain themselves through agriculture, poultry, dairy 
projects as well as handicrafts and external services. The adolescents will benefit from the knowledge of the 
elderly occupants, who in turn will benefit from the support of the younger population. Vocational 
opportunity in the form of training, tools, and start up financing for trades, cottage industry and agricultural 
endeavours will be provided with the goal of self-sustaining independence, financial security and stability 
for residents, particularly maturing young people. 


IX. SUMMARY 


The HIV epidemic in sub-Saharan Africa has resulted in very high seroprevalence rates of infection 
among women of childbearing age. Despite effective measures in Western countries to offset mother-to-child 
transmission of HIV-1, a rapidly increasing number of children in sub-Saharan Africa are infected either 
perinatally or by breastfeeding, resulting in increased infant and childhood mortality. The common causes 
of HIV-1-related morbidity and mortality among HIV-infected African children, appear to be similar to 
those experienced by HIV-infected children from Western settings before highly active ART became the 
standard of care. In the absence of ART, perinatal HIV-1 infection is most often associated with accelerated 
disease progression compared with adults. 


Developing homes such as the one described in this report which are able to provide ART is an effective 
way of delivering desperately needed services to the growing numbers of very vulnerable and needy HIV- 
infected children in sub-Saharan Africa. The provision of care for HIV-infected children within 
impoverished settings is more challenging and requires resources, the development of infrastructure and the 
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recruitment of suitable personnel. Nevertheless several pilot projects have successfully demonstrated the 
safe and effective use of ART in such environments, although this has not as yet been reproduced among a 
large cohort of HIV-infected children. 


November 2005 
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Memorandum submitted by UNICEF 


UNICEF UK is one of 37 National Committees based in industrialised countries that raise funds for 
UNICEF’s programmes around the world and advocate for change on behalf of all the world’s children. 
UNICEF is the world’s leading organisation working specifically for children. We work with local 
communities and governments in 157 countries, areas and territories, to provide emergency relief and run 
long-term development programmes in areas such as health, education and child protection. 


UNICEF UK welcomes this opportunity to contribute to this evidence session on HIV/AIDS and the 
provision of anti-retroviral treatment. Significant momentum has been achieved in the global response to 
HIV/AIDS. For example, the “3 by 5 Initiative”, begun in 2003 and supported by WHO, UNAIDS, 
UNICEF and other partners has generated considerable momentum to expand access to treatment. Since 
2003, the number of people receiving anti-retroviral treatment (ART) in low- and middle-income countries 
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has doubled. By June 2005, about one million people in the developing world were receiving ART. UNICEF 
UK welcomes the UK Government’s contribution to the fight against AIDS and acknowledges that it is the 
second largest governmental donor to HIV/AIDS and was one of the first to specifically allocate money to 
children affected by HIV/AIDS. 


Whilst this momentum is welcome, the response for children needs to be scaled up significantly. An 
estimated funding gap of at least $18 billion from 2005 to 2007 still exists and just 15% of those in need of 
immediate treatment in developing countries are receiving ART. Children continue to be the missing face 
of AIDS. Globally, less than 5% of children who need ART are receiving it and less than 10% of pregnant 
women are being offered services to prevent transmission of HIV to their infants. 


SUBMISSION 


1. On 25 October 2005 UNICEF launched its global campaign “Unite for Children, Unite Against 
AIDS” which calls on governments and organisations around the world to join together to put the care and 
protection of children, adolescents and young people at the centre of the HIV/AIDS agenda. 


2. As part of our global campaign, we are working to scale up the prevention of mother to child 
transmission (PMTCT) of HIV/AIDS. Globally, less than 10% of pregnant women are being offered services 
to prevent transmission of HIV to their infants. As a result more than 95% of HIV infected infants in Africa 
acquire HIV from their mothers during pregnancy, at the time of delivery or post-natally through 
breastfeeding, whereas North America and Europe have reduced HIV infections in young children to almost 
zero. Treatment options include a one-month course of zidovudine (AZT) during the last weeks of 
pregnancy, or a single dose of nevirapine given to the mother at delivery, followed by a single dose to the 
infant within 72 hours of birth. Our campaign aims to increase the coverage of women being offered these 
services to 80% by 2010. 


3. One of the major impediments to progress is the cost of anti-retroviral drugs, which remain 
prohibitively high for the vast majority of HIV positive people worldwide. Today, some generic 
combinations cost just $150 yet in some of the most affected countries, average earnings make this cost 
unaffordable. In Malawi for example, the average wage is only $170 per year. Anti-retroviral drugs must be 
free to the user, as they are in Brazil, Cuba, Botswana and Malawi, for example. 


4. Jn 2005, an estimated 660,000 children needed anti-retroviral therapy worldwide, but less than 2% of 
them are receiving it. Investment in paediatric formulations and their distribution is therefore urgently 
required. Now that we have the new commitment to universal access to treatment, we believe that no child 
should be denied access to treatment. 


5. In addition to improved access to ART, the antibiotic cotrimoxazole must be made more widely 
available. Cotrimoxazole has been shown to reduce mortality in children living with HIVAIDS by as much 
as 43%. It is highly effective protection against opportunistic infections including malaria and pneumonia, 
and can postpone the time at which ART needs to begin. In 2005, an estimated four million children need 
cotrimoxazole, although with early detection of HIV in young infants the number can be reduced to 2.1 
million children. At just US$0.03 a day, cotrimoxazole is a feasible, low-cost intervention that could make 
a real difference to children living with HIV/AIDS. 


Barriers to paediatric treatment 


6. There is a lack of age-specific data on the numbers of children who could benefit from ART. This has 
hampered efforts by countries to plan treatment and improve drug supply and distribution. New research, 
commissioned by UNICEF and undertaken by the Institute of Child Health in London, has developed a 
statistical modelling exercise that can be used to estimate the scale of the number of children who might need 
medication. This provides a basis upon which countries can now set treatment targets for children. 


7. There is also a lack of affordable polymerase chain reaction (PCR) tests for diagnosis of HIV infection 
in infants less than 18 months’ old. The prices of the PCR test kits need to be reduced so that they are 
available in all the necessary clinical and health settings. 


8. Anti-retroviral treatment is not appropriate or effective for every HIV-positive child. The drugs are 
necessary only when the number of CD4 cells falls below a certain level. Ascertaining when a child should 
start treatment requires regular testing to monitor their viral load and CD4 count. This can be an onerous 
task where health services are already overstretched. 


9. Even when HIV is suspected or diagnosed, and ART providers recognise the need for medication, drug 
formulations that are appropriate for children are not easily available. The paediatric formulations that are 
on the market are expensive compared to adult formulas. For example, a fixed-dose treatment that is 
available for about US$200 per adult patient per year will cost around US$1,300 for a child formulation of 
the same drugs. Furthermore, existing formulations are not packaged in child-friendly doses, leaving 
unskilled, often elderly, carers to break and crush adult-sized pills or try to persuade children to swallow 
bad tasting, difficult-to-measure syrups. Pharmaceutical companies who produce anti-retroviral drugs have 
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hesitated to invest in the development of paediatric products because HIV infection among children in rich 
countries has been almost eliminated and the demand for child-oriented products has not yet been made 
forcefully enough in low-income countries. 


10. Finally, health, procurement and supply management systems need to be strengthened. The 
inequalities in health care between affluent and poorer countries, for example, are already stark but as HIV 
prevalence grows, more demands are placed upon an already overburdened health system exacerbating 
these inequalities further. Set against this backdrop, the international recruitment of health workers is felt 
deepest by countries and communities with a high prevalence of HIV/AIDS. For many countries and 
communities, the loss of health workers serves only to undermine an already inadequate, under-resourced 
health infrastructure and therefore denies greater numbers of children affected by HIV/AIDS access to 
essential health care. The situation is particularly severe in Africa. According to the World Health 
Organization, Africa has a quarter of the world’s health burden and just 1.3% of the world’s health workers. 
In Ghana, about 70% of young doctors leave the country within three years of qualifying, resulting in just 
1,500 doctors serving a population of 20 million. UNICEF UK welcomes the Government’s efforts to 
strengthen health care capacity in countries such as Malawi and Zambia and urges them to develop and 
spread existing good practice. - 
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Memorandum submitted by Professor Alan Whiteside, University of KwaZulu-Natal, Health Economics 
and HIV/AIDS Research Division (HEARD) 


Thank you for giving me the opportunity to submit written evidence to this committee. 


I am the Director of the Health Economics and HIV/AIDS Research Division. I have been working on 
issues around HIV/AIDS and development for nearly 20 years now. During this time I have been engaged 
with DFID and a number of British institutions including Universities. We are getting support from DFID 
for some of our programmes. When I gave evidence in 2000 on the impact of HIV/AIDS on social and 
development I gave DFID a C+ ona notional report card. Since then there has been huge progress with 
the 2003 “UK’s Call for Action on HIV/AIDS”, and the 2004 Treatment and Care Policy and the UK 
Strategy. There have also been missed opportunities and I think particularly of the Africa Commission 
which reported in early 2005 and the Gleneagles Summit, where the ink was barely dry before some countries 
began back tracking on “promises”. The Africa Commission’s report proposed a “coherent package” for 
Africa to address inter-related problems, simply rolling out ARVs is not a coherent package. The 
Commission argued challenges could only be met through a new kind of partnership and development, 
based on mutual respect and solidarity, as well as an analysis of what works in practice. With regard to 
HIV/AIDS we are still not trying to analyse what works. The Commission’s report identifies the economic 
impact of HIV and AIDS as one of the two key challenges to growth.” It tries to consider AIDS as a cross- 
cutting issue and contains some innovative ideas but the recommendations are predictable—specifically with 
regard to HIV/AIDS it says that the international community must reach global agreement by 2005 to 
harmonise “the current disparate response to HIV and AIDS”. I would suggest that this something the select 
committee might address. 


I would like to make a number of important points. 


1. Prevention must remain the priority. I am troubled by the global emphasis on ARVs. While I believe 
providing therapy is crucial it seems that the response is becoming too simple, medical and technical as I 
will outline below. It is unbelievable that we should take our eye off prevention. All our experience with 
health, in the rich and poor world alike, tells us that prevention is better than cure. We also know in broader 
development that we need to look at the root of issues. This has been done with academic rigour and detailed 
policy analysis in areas such as food aid and debt relief. It baffles me that simplistic analysis is used with 
regard to HIV/AIDS. Even more concerning is the tendency to brand anyone who raises questions with 
regard ARVs is branded as a Luddite or Jeremiah (or even Eeyore in the thistle patch). 


2. Provision of Anti-retroviral therapy needs to be expanded but it must be done in a planned manner. 
At the moment we are faced with an unplanned expansion of treatment in many settings as funds flow in 
specifically for the treatment. One of the results is that health services are loosing staff to ARVs programmes 
or even worse to the planning of treatment and the result is that there are even fewer people to implement 
the programmes. 


3. Priorities. Governments, activists and donors need to engage in a dialogue around priorities and this 
should include listening specifically to the needs of women, the poor and the marginal. 


4. Capacity. Issues of human capacity are not being addressed properly. It needs to be understood that 
it is not just a case of providing medical staff but also ancillary staff and facilities. This includes pharmacists, 
clerks and planners. 


23 Commission for Africa, Our Common Interest: Report of the Commission for Africa, March 2005. Available from the website: 
www.commissionforafrica.org. 
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5. Anti-retroviral therapy should be free at the point of delivery—even if it means that fewer people are 
treated. Attached is a description of the “Free by five” initiative which sets out why therapy must be free at 
the point of delivery.” 


6. The political leadership in the UK would do well to listen to those who are trying to ensure a continuum 
of development assistance. HIV is just one of the issues being faced in the resource poor world. For example 
Lesotho recently saw the loss of tens of thousands of jobs when foreign owned textile factories closed in 
December 2004 and simply did not reopen in January 2005; Swaziland faces late rains after several years of 
drought. HIV is only one of the health issues—the fact that the health sector is faced with a huge number 
of people seeking care for AIDS related illness does not mean that malaria, malnutrition or road accidents 
no longer place calls on the health service. Having said that in many settings AIDS must be integrated into 
development programmes—the catch phrases are mainstreaming or cross cutting. 


7. There are no easy answers. The idea that throwing money, human resources and drugs at the HIV/ 
AIDS epidemic will provide answers is, at best naive, and worst damaging because if the numbers of 
infections continues to rise the ARV treatment will be unaffordable. 


November 2005 


Memorandum submitted by the Working Group on Orphans and Vulnerable Children? 


1. The Working Group on Orphans and Vulnerable Children of the UK Consortium on AIDS and 
International Development welcomes this opportunity to make a submission to the International 
Development Committee. 


2. Children are neglected in AIDS treatment: HIV positive children are invisible. The needs of children 
have been one of the most neglected aspects of the HIV and AIDS pandemic and particularly those children 
living with HIV in the developing world. At the end of 2004 2.2 million children under the age of 15 were 
living with HIV,”° of whom two million (88%) live in Africa. In the first half of 2005 alone, 410,000 of these 
children died.?” AIDS has already caused infant mortality in Africa to increase by more than 19%,78 and 
under-five mortality has risen by 36%. Globally, less than 5% of all HIV positive children have access to 
treatment they desperately need.2? Without this treatment, 80% of children born with HIV will die before 
their fifth birthday.*? Committing to treatment ensures the child’s right to not only to health but also to life, 
survival and development. 


3. End mother to child transmission: The rapidly increasing number of HIV positive children is driven by 
a failure to prevent mother to child transmission (MTCT). Without preventative services, roughly one third 
of infants born to HIV positive mothers will acquire the virus during pregnancy, labour, delivery or 
breastfeeding. Globally, 90% of all HIV positive children are infected through MTCT.*! A single dose of 
the drug nevirapine to the mother as she begins labour, and another to the infant within the first three days 
of life, reduces transmission by 50%.** Providing a mother with a full range of preventative MTCT services, 
including elective caesareans and alternatives to breast milk, can reduce risk of transmission to less than 
2%.>3 However, less than 10% of all women are offered these essential services.*4 This is a gross violation of 
the rights of both these women and their children. 


4. Prevent opportunistic infections: Cotrimoxazole is an antibiotic that is highly effective in preventing 
opportunistic infections in children,*> When given to children known to be HIV positive, and to those whose 
HIV status is unknown, cotrimoxazole prophylaxis can increase child survival and delay the need 
antiretroviral therapy. A study in Zambia found up to a 43% drop in mortality when young children had 


24 The “Free by 5” Campaign for Universal, Free Anti-retroviral Therapy, Alan Whiteside and Sabrina Lee, August 2005. Copy 
placed in Library. 

°5 The Working Group on Orphans and Vulnerable Children consists of Amref, British Red Cross, Cafod, Care International, 
Child Hope, Christian Aid, European Forum on HIV/AIDS, Children, Young People and Families, Healthlink, HelpAge 
International, Hope HIV, International HIV/AIDS Alliance, Mildmay International, Plan UK, Religions for Peace (UK), 
Save the Children UK, Tearfund, Uganda AIDS Action Fund, The Diana Princess of Wales Memorial Fund, UNICEF UK, 
USPG, UWESO, VSO and World Vision UK. 


26 UNAIDS (2004) “AIDS Epidemic Update: December 2004” Joint UN Programme on HIV/AIDS Geneva. 

27 UNICEF (2005)—“A Call to Action: Children the Missing Face of AIDS” (As of May 2005, for children 0 to 14.) 

28 ANECCA (2004) “Handbook on Paediatric AIDS in Africa” African Network for the Care of Children Affected by AIDS. 
2? UNICEF (2005) “A Call to Action: Children the Missing Face of AIDS”. 

30 UNICEF (2005) “A Call to Action: Children the Missing Face of AIDS”. 


31 Médecins Sans Frontiéres (2005) “Paediatric HIV/AIDS” Fact sheet, MSF Campaign for access to essential medicines. 
June 2005. 


32 Glaser Foundation (2005) “What about us? Childrens Battle to Access AIDS Treatment.” Elizabeth Glaser Pediatric AIDS 
Foundation. 


33 Glaser Foundation (2005). 
34 UNAIDS (2004) “AIDS Epidemic Update: December 2004” Joint United Nations Programme on HIV/AIDS, Geneva. 
35 WHO (2005) “Progress on Global Access to HIV Anti-Retroviral Therapy—an Update of ‘3x5’”. 
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access to cotrimoxazole.*® In June 2005, an estimated four million children needed this life saving 
treatment,*’ costing less than $.03/day per child.*8 A small price for saving many lives. 


5. Establish national and international treatment targets for children: Children’s right to treatment is 
specifically outlined in General Comment 3 on HIV and AIDS and the Rights of the Child, part of the 
Convention on the Rights of the Child*? Children can and do respond well to treatment, such that where 
treatment is available, more than 80% of children live to see their sixth birthday.* However, governments 
are failing to prioritise children in national HIV treatment targets. As of 2005, an estimated 660,000 children 
need anti-retroviral therapy (ART).*! Globally, less than 2% of children in need of ART receive it.*? In 
Malawi, children are only 5% of those treated, while in Mozambique the proportion is 7%.*? For equitable 
access based on treatment need children should make up at least 13% of those treated.* The explicit 
consideration of children is crucial—treatment targets translate to treated children. 


6. Demand affordable diagnostics: Treatment cannot start without diagnosis. The most commonly 
available, easy to use diagnostic test is inaccurate with children under 18 months of age.* Infants must be 
diagnosed through a more complicated test that measures the HIV virus instead of antibodies.* 
Unfortunately, current tests require technical expertise as well as costly equipment, placing them out of 
reach of resource-constrained settings.*” As of the end of 2005, multinational diagnostic companies have 
shown little interest in developing accurate, simple, fast and affordable tests for diagnosing children.** Their 
lack of interest is fatal for children. 


7. Increase child-focused research and development: Despite urgent needs for paediatric formulations, 
child appropriate treatments are sorely lacking. Alarmingly, few drugs in current WHO ART guidelines are 
available in formulations that are affordable, feasible or acceptable for use in young children,” The 
limitations of current formulations are substantial: 


— Most paediatric formulations are available either in liquid form—raising issues of volume 
measurement, palatability and refrigeration—or in a powder form—which must be mixed with 
clean water. 


— Many drugs have adverse side effects that make administration to children much more difficult. 


—  Aschildren grow and develop, their treatment needs rapidly change. However, there is a lack of 
information on distribution, metabolism and efficacy of ART in young children. 


The lack of research and development means that treatment of children is often imprecise. Health care 
workers and caregivers are forced to make due with what is available, often crushing adult tablets and 
estimating dosage requirements. This is complex for the caregiver and imprecise for the child, reducing 
lifesaving treatment to a guessing game. 


The development of new drugs has mainly focused on adults, as is seen in the fixed dose combination pill 
(FDC) which simplify treatment and increase adherence. Each pill combines three drugs, enabling patients 
to take only one pill twice a day. This simple treatment regime is essential for children and their caregivers. 
Unfortunately despite these advantages, FDCs are largely unavailable for children and no FDCs are 
currently pre-qualified by the WHO.*! 


8. Deliver free treatment: It is essential that care and treatment for children be provided free and not 
subject to user fees. Recent research has demonstrated that abolition of health fees could prevent hundreds 
of thousands of deaths of children under five.” 


36 WHO (2005) “Progress on Global Access to HIV Anti-Retroviral Therapy—an Update of *3x5””. 

37 WHO (2005) “Progress on Global Access to HIV Anti-Retroviral Therapy—an Update of ‘3x5’”. 

38 UNICEF (2005) “A Call to Action: Children the Missing Face of AIDS”. 

3? CRC (2003) Gender Comment 3 on HIV/AIDS and the Rights of the Child, www.unhcr.cr/html/menu2/6/cre/doc/ 
comment/Liv.pdf 

40 Global AIDS Alliance (2005) “Treat the Children: Accelerating Action for Universal Antiretroviral Treatment for Children 
in Resource-Limited Countries by 2010” Advocacy Brief. July 29, 2005. 

41 WHO (2005) “Progress on Global Access to HIV Anti-Retroviral Therapy—an Update of 3x5”. 

42 UNICEF (2005) “A Call to Action: Children the Missing Face of AIDS”. 

43 WHO (2005) “Progress on Global Access to HIV Anti-Retroviral Therapy—an Update of ‘3x5””. 

44 WHO (2005) “Progress on Global Access to HIV Anti-Retroviral Therapy—an Update of ‘3x5’”. 

45 The Elisa test is an HIV anti-body test that measures the body’s immune system response following infection. It is not accurate 
in children under 18 months because maternal antibodies can still be in the child’s body until this time. 

46 HIV DNA Polymerase Chain Reaction tests (PCR)—for more information see www.aidsmap.com 

47 Médecins Sans Frontiéres (2005) “Paediatric HIV/AIDS” Fact sheet, MSF Campaign for access to essential medicines. 
June 2005. 

48 Médecins Sans Frontiéres (2005) “Paediatric HIV/AIDS” Fact sheet, MSF Campaign for access to essential medicines. 
June 2005. 

4° WHO (2005) “AIDS treatment for children” http://www. int/3by5/paediatric/en/ 

°° WHO (2005) “AIDS treatment for children” http://www. int/3by5/paediatric/en/ 

51 WHO—as of October 2005. Only one FDC is currently available for children, Pedimune, and access is very limited. Other 
FDCs are still in clinical development. 

52 James C, Morris SS, Keith R, Taylor, A, “Impact on child mortality of removing user fees: simulation model” BMJ, 2005: 
747-749. 
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9. Fully implement the Doha Declaration and immediately end “TRIPS Plus” provisions: Flexibility is 
provided to TRIPS by the 2001 Doha Declaration of the WTO. Crucially, under compulsory licensing, a 
government can site public interest in order to allow generic drugs to be produced without the agreement 
of the patent holder. Compulsory licensing is essential for ensuring research and development in the name 
of public interest instead of corporate profits. Alarmingly, trade pressures by some governments have made 
governments reluctant to cite public interest in order to override patent laws. Furthermore, bilateral trade 
agreements pushing for increased levels of patent protection, known as “TRIPS Plus”, undermine the ability 
of developing country governments to exercise the flexibilities of the Doha Declaration. Full and immediate 
implementation of the Doha Declaration and an end to TRIPS Plus is the only way to meet ART treatment 
needs in developing countries. Governments must be enabled to grant compulsory licensing in order to 
ensure research and development of FDCs and other child treatment needs. 


10. Strengthen national health systems: All treatment must be supported by a strong health care system 
that can provide essential health services as well as care and support. In Africa, this means upholding the 
Abuja Declaration, in which African states pledged 15% of GDP to health sector spending, a commitment 
that has been largely unmet.*? International donors must work with national governments to strengthen 
health care systems capable of meeting both the diagnostic and treatment needs of children. Treating 
children is different from treating adults and health professionals must be trained must be trained to respond 
to the particular needs of children and provided with appropriate treatment guidelines. 


11. Lead the G8 Commitment to deliver universal access to treatment by 2010: The OVC Working Group 
strongly welcomes the leadership shown by the UK Government to gain the commitment of G8 leaders to 
work with African partners to “ensure that all children left orphaned or vulnerable by AIDS or other 
pandemics are given proper support.” Likewise, we applaud the commitment made at the UN Summit that, 
as part of reaching the goal of universal access to treatment by 2010, governments committed themselves to 
“the reduction of vulnerability of persons affected by HIV/AIDS .. . in particular orphaned and vulnerable 
children and older persons.” We also recognise that the UK Government has already provided funding of 
research on cotrimoxazole and on anti-retrovirals for children, as well as supporting UNICEF to mobilize 
global opinion on the need to develop paediatric AIDS treatment. We look to the UK to continue this crucial 
role in leading the response in 2006 to ensure that we reach the ambitious goals established this year. 


12. Key Priorities for 2006: In order to achieve the commitment to universal access to treatment by 2010 
the OVC Working Group is calling on the UK Government to continue providing leadership on HIV and 
AIDS in order to continue to raise the profile of children. We specifically call for the UK Government to 
challenge national governments, UN agencies and donors to do the following: 


—  Asamatter of priority, provide the resources needed to scale-up programmes, which include life- 
prolonging cotrimoxazole as part of basic health services. 


— Ensure that governments and UN agencies set national and international HIV treatment targets, 
which explicitly include children through your continued leadership in these areas. 


— Provide resources for research and investment in simple and affordable diagnostic kits for children 
and make them widely available. 


— Increase funding for research and development of child-specific treatments, including fixed dose 
combinations for children. 


— Contribute to the scale-up of programmes to prevent mother-to-child transmission of HIV 
(PMTCT), by providing increased resources and technical assistance, and providing new 
medicines to all women and children who need them. 


— Commit the $6.4 billion that UNAIDS has calculated will be needed between 2006-08 for orphans 
and children affected by AIDS—reflecting 12% of all HIV and AIDS expenditure. 


— Encourage national governments and other donors to press the Global Fund to Fight AIDS, TB 
and Malaria to focus on the needs of orphans and children affected by AIDS in Round 6. 


— Fully implement the Doha Declaration and immediately end “TRIPS Plus” provisions. 


— Support African governments to meet their commitment to devote 15% of GDP to health sector 
spending and enable them to abolish health user fees for children. 


November 2005 


3 Stop Aids Campaign (2004) “Access to Care and Treatment, meeting the challenge” London. 
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